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SIMILAC-fed infants can ‘‘look good’’ in a deeper sense, 
too. Closely approximating mother’s milk, Similac pro- 
vides adequate Vitamin C supply; the full array of essen- 
tia! amino acids found in human milk; both folie acid 
am|. vitamin B.: and a «aleium-phosphorus ratio of 144 
to 1— as well as the advantages of zero curd tension. 


from birth to birthday... 
| zero curd tension 


SIMILAC 


all important constituents so modified 
~ that there is no closer equivalent 


to human breast milk 
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Poly-Vi-Sol, Tri-Vi-Sol and Ce-Vi-Sol 
provide 3 different vitamin combina- 
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for individual patients. 
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Available in 15 and 50 ce. bot- 
tles with calibrated droppers for 
easy dosage measurement. 
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Mothers everywhere are praising their doctors 
for recommending BFB Orange Juice 


MRS. DAVID WEINBERGER 
of Pine Tree Drive, Miami Beach 
Mother of one 


“It was a happy day for me, when my 


MRS. LOUISE BELLINE 
Long Island, New York 


{ “No more tiresome preparation, since 
my doctor recommended Bib. Nothing doctor put Evelyn on Bib. He said Evelyn 

to squeeze or strain, mix, thaw or boil. 24 should have no trouble digesting Bib, 

And Bib let's me be sure my two get their because Bib reduces troublesome citrus oils 

full daily needs of Natural Vitamin C!” to less than 0.01%! And he was right!” 


BIB, a Council-accepted orange juice for babies 


You just open...pour... ana Teed! 


OTHER GOOD REASONS YOUR BABIES WILL DO WELL ON BIB: 


Bib specificoti pted by the Council on 
Foods and Nutrition of the AMA. 


CONTENT OF NATURAL VITAMIN C . . Over 40 mg/100 cc when packed. (1949-50 
pack averaged 49 mg/100 cc.) 


PEEL OIL CONTENT . . . 2 « « «+ ~ Less than 0.01% (Removed by special 
BIB process—these oils are widely bla 
for lack of tolerance to orange juice.) 


FLAVOR . . © © © « « Held constant by analysis of Brix-Acid 
ratio and addition of minimal amounts of 
dextrose. 


BACTERIA COUNT . . « « « Under 10/ml. (Fresh juice averages 
25,000/ml., frozen averages 15,000/ml.) 


PULP CONTENT . . . + « « « BIB reduces fruit cells to microscopic 

size—retaining natural nutrients while 
assuring a juice free flowing even 
through bottle nipples. 
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Case report*—Jimmy and Johnny E., twins. Birth one month prema- 
ture—“shadowed” by placenta previa and delivery by section. 
The twins are S-M-A babies from birth. The mother’s condi- 
tion was so poor that her own survival was in doubt. There- 
fore, there was little opportunity to do more than prepare the 
S-M-A formula. The babies received no supplementary vita- 
mins. Weight at 8 months of age, 22 pounds (one underwent 
surgery for hernia at “he age of 6 weeks). 
*Volunteered by the proud mother, supported by data supplied 
by attending physician (name on request). 
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TRY THIS NEW VEHICLE 


T° the improved, better-tasting NEMBUTAL Elixir—a pleasant change of 
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or bromides have been previously prescribed. 
Consider these advantages: attractive orange color, pleasant odor 
and much better taste than the old Elixir. Onset of action is prompt and duration 
may be short or prolonged, depending on the dosage. As short-acting 
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NEMBUTAL Sodium, making it easy to administer small doses for mild effect. 
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Desitin Powder is a truly different 
and unique preparation especially — 
formulated for over-all care of 

the baby’s skin. Desitin Powder, 
being saturated with Crude Cod 
Liver Oil, does not deprive the 

skin of its natural fats. 
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lubricates, heals 
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How happy mealtimes 
influence 


\ BABY’S assimilation of food is influ- A wide variety for you to recommend: 


Meat and Vegetable Soups, Vege- 
tables, Fruits, Desserts—Cereal Food 
and Strained Oatmeal. 


enced by how much he enjoys his 
mealtimes. 
When a worried mother asks you 
how to “make” her baby eat more, help = = : fut 
her understand that one of the biggest REAL FOOD 
CER 
things she can do for her baby is to mavenoes 
avoid mealtime arguments. 
Beech-Nut Foods in all their appeal- 
ing variety are a great help in making 
mealtimes happy. Their finer flavor ' 
All Beech-Nut standards of pro- 
arouses eager appetite. Your young pa- S © duction and advertising have 


meee: been accepted by the Council 


tient gets a good start nutritionally and aN BF? on Foods and Nutrition of the 
emotionally! — American Medical Association. 
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This particular 
Santa — the one 
you see on the 
Christmas Seals — 
is a very healthy forty-five! 
Yes, this is the 45th annual 
Christmas Seal Sale —a holiday 
custom that has made possible one of the great 
social, economic, and medical achievements of the present century. 
Your purchase of Christmas Seals has helped save 
5,000,000 lives. Yet, tuberculosis kills more people 
than all other infectious diseases combined. 
So, please answer once again the call that comes but once 
a year—and help make possible the campaign against 
tuberculosis every day of the year. 


tance ofthe, Archives of Pediatrics 
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Added carbohydrate is required for well 
balanced formulas. Adequate carbohydrate: 
1. Spares protein for tissue building functions. 

2. Permits proper metabolism of fat. 

3. Promotes optimum weight gain. 

4. Encourages normal water balance. 
Pediatric authorities recommend a caloric 
distribution of about 15% from protein, 
35% from fat, 50% from carbohydrate. For 
40 years, cow’s milk and Dextri-Maltose® 
formulas with this approximate caloric dis- 
tribution have been used successfully. 
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evaporated milk, % water and 5% added 
Dextri-Maltose—about | level tablespoon 
Dextri-Maltose to 5 ounces of formula. 
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will like Rubraton 


Rubraton offers complete therapy for most of the 
anemias of infancy, childhood and puberty. 


Rubraton presents vitamin Bo, folic acid and iron in a 
low alcohol elixir that tastes good . . . straight 


from the spoon or mixed with water or fruit juice. 
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ACQUIRED HEMOLYTIC ANEMIA OF THE NEWBORN 
(ERYTHROBLASTOSIS FOETALIS) DUE TO O-B 
ISO-IMMUNIZATION* 

Report or CASE 
ABRAHAM M. Frumin, M.D. 

AND 
ALBERT Konn, M.S. 

Philadelphia. 

The role of iso-immunization to the A and B agglutinogens in 
producing fetal and neonatal morbidity and mortality had not been 
recognized earlier since the manifestations of the disease were 
usually mild. In typical cases the baby developed mild jaundice 
and a moderate anemia, usually on the first or second day of life. 
The disease was then arrested and recovery usually ensued with- 
out treatment in four to five days, although in more severe cases 
blood transfusions might be required. 

This syndrome has been designated “icterus precox” by Hal- 
brecht' in order to distinguish it from the so-called physiologic 
icterus or icterus neonatorum, Since then case reports have been 
written by Polayes*®, Wiener**, Grumbach", Tortora™, Levine’ 
Weisl® and Robinson", bringing attention to this disease. 

Most of the cases have remained undetected, except for the pres- 
ence of a moderate anemia. This has been, for the most part, dis- 
regarded as to its possible relationships to the A-B-O immunologic 


*From the Department of Research, Mt. Sinai Hospital, Philadelphia. 
Assistant in Pathology (Hematology), Mt. Sinai Hospital, Instructor in Medicine, 


Woman’s Medical College of Pennsylvania (Dr. Frumin). 
Serologist, Mt. Sinai Hospital, Philadelphia (Mr. Kohn). 
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systems. The clinical role of Rh factors in causing the acquired 
hemolytic anemia of the newborn have been stressed sufficiently to 
make one alert to its significance. Besides, the often dramatic onset 
and development of symptoms and signs were sufficient to draw 
attention to the disease. For the most part, however, A-B-O in- 
compatibilities have been only mild or moderate in severity and the 
clinical course less pronounced. 

The authors wish to report a case illustrating O-B incompatibility 
with a moderately severe anemia which was rather markedly pro- 
tracted in its duration. 

CASE REPORT 

This white female child was delivered by low forceps of a gravid 
I] para O mother on November 20, 1949 at 1:52 A.M. on the 
Obstetrical Service of the Mount Sinai Hospital. The child meas- 
ured 19 inches in length and its head circumference was 125, 
inches at birth. Its initial birth weight was 6 pounds 3 ounces. 

Physical Examination was essentially normal. The color was 
good and the ery was normal. No evidence of any hepatosplenome- 
galy was noted. The initial blood count on November 21, 1949 at 
9 A.M. revealed the following values: Red blood cells 4,530,000, 
hemoglobin 18.1 grams (116 per cent), white blood cells 22,100 
with 3 per cent bands, 63 per cent segmented polymorphonuclear 
leukocytes, 32 per cent lymphocytes, 1 per cent monocytes, 1 per 
cent eosmophiles. Examination of the blood smear showed a 
“double-population” of erythrocytes. This was characterized by 


the presence of many polychromatophilic macrocytes and spher- 
ocytes. Five nucleated red blood cells per 100 white blood cells 


were counted. 

Later in the same day the child was noticed to be clinically 
jaundiced with a definite scleral icterus being present. No evidence 
of an enlarged liver or spleen was demonstrable. At 10 P.M. the 
hemoglobin had fallen to 15.9 grams. 

On November 22, 1949 at 9 A.M. another blood count showed 
the following values: Red blood cells 3,320,000, hemoglobin 15.1 
grams, white blood cells 16,700 with 1 per cent metamyelocytes, 
8 per cent bands, 47 per cent segmented polymorphonuclear leuko- 
cytes, 34 per cent lymphocytes, 3 per cent eosinophiles, 1 per cent 
hasophiles, 6 per cent monocytes. Examination of peripheral 


| 
| 


Frumin-Koun : Acquired Hemolytic Anemia 463 


smear showed many polychromatophilic macrocytes and sphero- 
cytes. One nucleated erythrocyte per 100 white cells was counted. 

At 4 P.M. of the same day a moderate degree of pallor was 
noted for the first time. The red cell count had fallen to 2,900,000 
and the hemoglobin had dropped to 13.1 grams. A reticulocytosis 
of 10.4 per cent was obtained. 

Because of this sudden and precipitous fall in the red cell count 
and hemoglobin, the child was given 65 cc. of whole blood. The 
child responded well to this transfusion. On November 25, 1949 
the following values were obtained: Red blood cells 4,480,000, 
hemoglobin 16.8 grams (108 per cent), white blood cells 10,100 
with 46 per cent segmented poly: ornhonuclear leukocytes, 54 per 
cent lymphocytes. 

The child was discharged from the hospital but was examined 
periodically by her attending pediatrician. A gradual developing 
pallor and increasing anemia developed so that further hospitaliza- 
tion was required on December 16, 1949. The following values 
were found: Red blood cells 2,640,000, hemoglobin 10.9 grams 
(70 per cent), reticulocytes 1.4 per cent, platelets 210,000 per 
cumm., white blood cells 16,200 with 6 per cent bands, 20 per cent 
segmented polymorphonuclear leukocytes, 66 per cent lympho- 
cytes, 7 per cent eosinophils, 1 per cent monocytes. The smear 
showed a moderate amount of polychromatophilic macrocytes and 
some few spherocytes. 

Unfortunately the child was removed from the hospital by its 
parents against the advice of the physician. A recent conversa- 
tion with the pediatrician elicited the information that normal 
values for the red cell and hemoglobin had been attained by April 
1, 1950. 

Immunologic Studies. Careful immunologic studies were done in 
an attempt to discover the etiology of the hemolytic process. The 
studies on the family revealed the following: 

Blood Grouping 


Father 
Mother 
Bal 


(2) Circulating Antibodies. Attempts to demonstrate a cir- 
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culating antibody present in either saline or albumin solution at 
temperatures of 37°C, 21°C, or 3°C were fruitless. No agglu- 
tinin or hemolysin was demonstrable. This ruled out any incom- 
patibility as far as the CDE system and negated the possibility of 
an abnormal circulatory antibody in the mother’s serum. 

(3) Coombs Test. The Coombs test to determine the presence 
of a fixed antibody on the patient’s red cells was done. A weekly 
positive result was obtained. The Coombs test, in our hands, has 
been of limited importance in determining the presence of an 
acquired hemolytic anemia. When a positive result is obtained it 
is of corroborative importance but we have seen instances of an 


acquired hemolytic anemia in which the Coombs test was negative. 


(4) Anti-B-titre of the Mother's Serum. Titration of the 
‘mother’s serum was performed against group B red cells and 
agglutination was found to be present in a titre of 1:640. Titration 
of the mother’s serum against A cells revealed a value of 1 :320. 
This indicated a specific increase for the B factor. Apparently the 
hemolytic process in the child was due to iso-immunization of the 
mother’s serum by the red cells of the fetus.* 


DISCUSSION 


Acquired hemolytic anemia of the newborn, or erythroblastosis 
foetalis, was given its important place in pediatric hematology by 
the contribution of Levine and Wiener in their studies on the Rh 
factor. This type of anemia was often dramatic in onset, poor in 
prognosis, and the mortality in untreated cases unusually high. 

Acquired hemolytic anemia of the newborn due to A-B-O in- 
compatibility has only recently become more important to the 
obstetrician and pediatrician. These cases have been milder in 
intensity though their duration was much longer than previously 
suspected. 

Clinically these patients showed pallor as a more marked finding 
than jaundice. Enlargement of the liver and spleen was extremely 
rare. Edema of the skin and subcutaneous tissues, or hydrops foe- 
talis, were never found. Because of the mild to moderately severe 
degree of anemia little attention had been previously focussed on 
the A-B-O system of blood grouping. 


*A specimen of blood was sent to Dr. Philip Levine of the Ortho Research Founda 
tion who confirmed our findings and corroborated our diagnosis. 


\ 
toe 


FruMIN-KOuN : Acquired Hemolytic Anemia 465 


The blood picture in these cases showed the usual findings of 
a hemolytic anemia. There was an anemia which was normocytic 
and normochromic in nature. Reticulocytosis was apt to be pres- 
ent. In our case it reached a value of 10.4 per cent. A leukocytosis 
accompanies this anemia and there may be either a polymorphonu- 
clear leukocytic or lymphocytic response. 

A careful study of a well prepared peripheral smear would show 
the usual findings in an acquired hemolytic anemia. Two types of 
erythrocytes were found in abnormally high numbers. The first 
of these, a polychromatophilic macrocyte, is the earliest non- 
nucleated erythrocyte, beyond the reticulocyte stage. The other is 
the “oldest” type of red cell, the spherocyte. The occurrence of 
these two types of erythrocytes in the peripheral smear should lead 
one to strongly suspect a hemolytic process. 

Immunologic studies were of diagnostic importance in the deter- 
mination of the type of immunologic system that was involved. The 
importance of blood grouping and subgrouping is obvious. The 
determination of the nature of the circulating antibody entailed 
careful studies. These involved not only the suspension of erythro- 
cytes in saline and albumin but likewise serial determinatiqns car- 
ried out at varying temperatures, i.e., 37°C, 22°C, and 3°C. By 
these procedures the presence of an abnormal circulating antibody 
can be determined. 

The Coombs test'® has been described as a valuable aid in the 
differential diagnosis of a congenital and an acquired hemolytic 
anemia. In our hands it has been a useful adjunct to the diagnosis 
of acquired hemolytic anemia. 

The presence of a positive history of previous immunization is 
naturally of vital importance. This may occur either through pre- 
vious pregnancies or through prior blood transfusions. Pregnan- 
cies need not necessarily have been full term and blood need only 
have been given intramuscularly to produce the initial sensitization. 
In our patient the prior pregnancy had terminated in a miscarriage 
which evidently was the necessary sensitization required to pro- 
duce the hemolytic anemia of the newborn at this time. The im- 
portance of a careful immunologic survey in a newborn child with 
a hemolytic anemia cannot be too strongly stressed. 

The type of anemia present precludes any advantageous result 
from the use of either liver extract, folic acid, ferrous sulfate or 
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B,,. Since we were dealing with what was essentially a hemolytic 
process, whole blood transfusions were the only effective therapeutic 
agents. As in our case, the clinical course may not be dramatic 


and the prognosis not poor. Nevertheless, in these patients, a 
protracted time interval developed before the correction of the 


anemia was successful. 
SUM MARY 


(1) A case of hemolytic anemia of the newborn due to O-B 
incompatibility is presented. 

(2) An enumeration of the various methods, hematologic and 
immunologic, necessary for the evaluation of the patient is offered. 


REFERENCES 


1. Halbrecht, I.: Role of Hemagglutinins Anti-A and Anti-B in Pathogeneai* of 
Jaundice of the Newborn—Icterus Neonatorum Precox. Am. J. Dis. Child., 69: 
Polayes, S. H.: Erythroblastosis Foetalis Unrelated to the Rh Factor; Iso- 
Immunization of Group O Mothers by Group A Children. Meeting N. Y. Path. 
Soc., Jan. 192; Nov. 29, 1945. 

Polayes, S. H.: { Erythroblastosis in Mothers with Rh Positive Blood. Am. J. Dis. 
Child., 69: 208-209. 
Polayes, S. H.: 1. Foetalis Unrelated to the Rh Factor. Am. J. 
Clin. Path., 15: 467-470, 1945. 
Polayes, S. H. and McNally. J., Jr.: Iso-immunization with the A and 
Factors and Its Relation to Hemolytic Disease of the Newborn. Am. J. Clin. 
Path., 18: 375-086, 1948. 
Wiener, A. S.: Recent Advances in Knowledge of the Rh Blood Factors with 
Special Reference to the Clinical Application. Tr. & Studies Coll. Phys. Phila., 
105-122, 194: 
Wiener, 4 "S: Sonn, E. B and Hurst, J. G.: Pathogenesis of Erythroblastosis 
Foetalis TIT, ag ig Case Histories of A-B Sensitization. Studies on Indi- 
vidual Differences in Human Blood and Their Practical Applications. Paper No. 1, 
Brooklyn, N. Y., July 15, 1946, 
Wiener, A. S. and Sonn, E. B.: Permeability of the Human Placenta to Iso- 
antibodies. J. Lab. & Clin. Med., 31: 1022-1024, § 
Jonsson, B.: Acta path, et microbiol. Scandinav., 13: 424, 1936. 
Diamond, L. K.: Quoted in Weis]. 
Grumbach, A. and Gasser, C.: A-B-O Inkompatibilitaten und Horbus Haemolyticus 
Neonatorum. Helvet. paediat. acta, 3: 447-474, 1948. 
Tortora, M.: “Icterus praecox” da Sensibilizzazione Materna versa I! Fattore 
A. Arch. obstet. e. ginec., 52: 436-438, 1948. 
Levine, P.: Genetic and Constitutional Causes of Fetal and Neonatal Morbidity. 
Ann. New York Acad. Sc. 46: 939-961, 1946. 
Levine, P.: Serological Factors as Possible Causes of Spontaneous Abortion. 
The Abortion Problem. Chap. VI, 1944. 
B. A. G.: Possible Hemolytic Anemia of the Newborn Due to High Titre 
* Agglutinins in a Group “O” Mother. Am. J. Obst. & Gynec., 56: 
2 1948. 
Coombs, R. R. A.; Mourant, A. E. and Race, R. R.: A New Test for the De- 
tection of Weak and “Incomplete” Rh Agglutinins. Brit. J. Exper. Path., 26: 255, 
1945. 
Robinson, G. C.; Phillips, R. M. and Prystowsky, M.: Spherocytosis and In- 
creased Fragility Occurring in Erythroblastosis Foetalis Associated with A-B-O 
Incompatibility. 


ip 
| 
\ 
1 
| 


CONGENITAL MEGACOLON* 
Report OF CASE 
Tuomas I. Loncwortn, M.D. 
New Yori. 

Herein is reported a moderately severe case of congenital mega- 
colon. All degrees of severity are possible but more commonly the 
disease produces a chronic progressive dilatation of the affected colon 
with constitutional signs and symptoms. This particular child has 
an eleven and one-half year history of constipation and obstipation 
with no or only temporary results from a long medical regime. 
Surgery was finally performed; at first, a sympathectomy. with 
poor results and later a resection based upon a new etiological con- 
cept. The final surgical result of this case, following the treatment 
of Swenson, shows much promise as a permanent cure to a pre- 
viously poorly treated disease. 


CASE REPORT 


A three-year-old colored male of French-Negro parentage was 
first admitted to Metropolitan Hospital on May 22, 1942. The 
chief complaint was postprandial vomitirg, generalized abdominal 
pain, and a palpable mass in the right lower quadrant, all of two 
days duration. The mass was previously noted by the mother one 
year before admission but subsided spontaneously. The history 
revealed a chronic constipation since the child was six months old. 
Various laxatives and suppositories were used almost daily in order 
to evacuate the bowels. The patient, a second child, was a full term 
baby delivered spontaneously with no complications. Birth weight 
of nine pounds. He had an apparently normal development ; first 
tooth at six months, walked at eleven months. Childhood illnesses 
included measles and chickenpox at two years, and whooping cough 
at three years. No operations or accidents. His appetite had always 
been good, slept well, but not as active as other children his age. 

Physical examination revealed a fairly well developed, slightly 
undernourished three-year-old colored male in no acute distress. 
Examination was normal except for large injected tonsils, a pal- 
pable, doughy, moveable mass in the right lower quadrant which 
filled the right flank, and hard impacted feces filling the rectum. 


*Submitted as partial fulfillment of the course in Senior Pediatrics at the New York 
Medical College, Flower and Fifth Avenue Hospitals. 
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The impression at this time was (1) impacted feces from chronic 
obstruction (2) hypertrophic tonsillitis. Many attempts of dig- 
itally breaking up the fecal mass plus several oil retention enemas 
were necessary before adequate evacuation with reduction of the mass 
was attained. A trial of syntropan of gradually increasing dosage 
from 5 mg. t.i.d. to 50 mg. t.i.d. (covering a two months period ) 
was not helpful. The child was then placed on acetyl choline, 0.03 
gm. t.i.d. and gradually increased to 2 gm. per day with no results. 
Mecholyl and vitamin B, were also tried but had to be discontinued 
due to toxic symptoms. A barium enema X-ray report revealed a 
marked redundancy of the sigmoid with dilation of proximal half. 
A proctoscopic examination revealed no pathology. A joint pediat- 
ric-surgical conference decided that the most probable diagnosis 
was congenital megacolon ; surgery deferred. During the six month 
hospitalization the child had occasional bowel movements but the 
amounts were very small. Laxatives and enemas every two days 
were necessary for comfort. The patient was discharged with in- 
structions to mother to use mineral oil daily and enemas as seemed 
necessary and to be followed in the clinic. 

The child attended follow-up clinic four times following dis- 
charge but did not return after April 13, 1944. 

The Second Admission occurred on July 14, 1941 at the age of 
six years. For six days previous to admission the child had no 
bowel movements. Daily enemas, castor oil, milk of magnesia pro- 
duced only one fragmentary stool and the patient vomited three 
times on the day of admission. Since first admission the child 
required daily mineral oil and enemas every other day. 

Physical examination revealed a thin, lethargic, poorly developed 
and poorly nourished colored male boy of six years. A slight pigeon 
chest ; a distended (mainly right sided) abdomen, non-tender ; hard 
feces within the rectum were found. The temperature, pulse and 
respiration were within normal limits. The laboratory reported: 
hemoglobin 12 gm.; R.B.C. 5.5 million; W.B.C. 14,000, 80% 
polys, 15% lymphs, 5% monos; blood urea nitrogen 11.0 mg.% ; 
creatinine 1.0 mg.% ; nonprotein nitrogen 22 mg.%; glucose 82 
mg.%. Gradual reduction of abdominal distention and emptying of 
the large bowel were obtained with oil retention enemas, soapsuds 
enema and sodium bicarbonate enemas. A trial of syntropan, 50 mg. 
b.i.d. and prostigmine, 0.5 cc. per day, were ineffectual. Vitamin B, 
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35 mg. per day with mineral oil seemed satisfactory. The child was 
discharged after one month with instruction to use vitamin B, and 
mineral oil. Discharge diagnosis was congenital megacolon. 

The Third Admission occurred on March 22, 1946 for acute 
follicular tonsillitis. Since previous admission the child had been 
taking one enema per day; appetite had been poor. Physical 
examination revealed a pale, undernourished, lethargic colored boy. 
A baseball sized mass was present in the right lower quadrant; no 
feces within the rectum. Enemas produced a gradually increasing 
return. Trials of syntropan, prostigmine, and mecholyl failed. 
Barium enemas revealed an enormously enlarged sigmoid, widened, 
elongated, and atonic. Radiological diagnosis was Hirschsprung’s 
disease. The child was signed out by the mother. 

The child was admitted for the fourth time on October 1, 1948 
at the age of 9% years. He had had no return from enemas for six 
days and three episodes of vomiting following meals with ab- 
dominal cramps one day before admission. He had previously been 
maintained on enemas and mineral oil. On physical examination 
appeared thin and chronically ill. The abdomen was distended, 
loops of small bowel were visible and palpable through the ab- 
dominal wall, tympanitic to percussion, prominent superficial 
abdominal veins, no definite masses, slight generalized tenderness 
with rebound tenderness, few rumbling peristaltic sounds, impacted 
feces in rectum. Impression was intestinal obstruction due to fecal 
impaction with megacolon. The patient was treated with Miller 
Abbott tube with continuous suction, digital removal of fecal im- 
paction, then oil retention enema followed with soapsuds enema, 
parenteral fluids, prophylactic penicillin. The child responded well 
to treatment but developed a right lower lobe pneumonia which was 
treated with penicillin. A spontaneous bowel movement occurred 
six days after admission. Protoscopic and sigmoidoscopic examina- 
tion revealed no pathology except for dilation of the sigmoid. A 
course of 25 mg. of mecholyl b.i.d. resulted in two normal bowel 
movements per day without the aid of laxatives or enemas. Barium 
enema revealed no essential change since the 1946 admission. The 
child was discharged after a two-month stay to the clinic with 
instructions to take mecholyl, 50 mg. b.i.d. 

The Fifth Admission occurred on March 10, 1949 because of a 
four-day history of ineffectual enemas. The child had been main- 
tained on enemas and mecholyl. 
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Physical examination revealed a fairly well nourished 90 pound 
colored boy with a baseball sized mass in the right abdomen and 
fecal impaction. Oil retention and H,O, enemas were only partially 
effective. Anesthesia was necessary to digitally break up the fecal 
mass. A joint conference decided it was time for surgical interven- 
tion. A barium enema under spinal anesthesia revealed good con- 
tractions of the sigmoid. On this basis a two stage bilateral lumbar 
sympathectomy was performed without difficulty. A postoperative 
barium enema X-ray showed the previously described redundancy 
and hypertrophy of the sigmoid with no appreciable alteration in 
the lumen. Immediately before discharge, 3% months after admis- 
sion, a barium enema revealed a slight diminution in the calibre 
of the colon. The child was discharged to the clinic on mineral oil. 

On February 24, 1951 the child was admitted for the sixth time, 
now at the age of twelve years. The complaint was malaise, ano- 
rexia, and progressive abdominal distention. Since 1949 he had 


beeri maintained on various laxatives and twice weekly enemas. 
The patient was fairly well developed and nourished. 

Physical examination was negative except for: a distended, non- 
tympanitic abdomen, doughy mass in entire lower abdomen and 


left flank with moderate tenderness, hard impacted feces in rectal 
ampulla. Enemas and colonic irrigations were effective and the 
mass reduced; sigmoidoscope showed no areas of constriction. 
Laboratory findings: hemoglobin, 11.5 gm.; R.B.C., 4.07 million; 
W.B.C. 12,200, 67% polys, 30% lymphs, 2% monos, 1% eosino- 
phils ; total serum protein 6.5, albumin 4.1, globulin 2.4; albumin- 
globulin ratio 1.7. A surgical conference decided that more radical 
surgery was indicated. This would follow the technique as recom- 
mended by Swenson, which means resection of the involved portion 
of the rectum and the dilated portion of the sigmoid with a primary 
anastomosis by pull through technique. The patient was prepared 
with sulfasuxidine, penicillin, streptomycin, laxatives and colonic 
irrigations. At operation the rectosigmoid from 4 cm. above the 
anus to just above the junction of the colon and sigmoid was re- 
sected. An end-to-end anastomosis was done with carefully placed 
interrupted sutures by a pull through technique. The postopera- 
tive course was complicated by one episode of urinary retention, 
a spiking fever of 103° F. with left lower quadrant pain. 

Treatment with chloromycetin, Miller Abbott intubation and 
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intravenous fluids were started. A dramatic drop in temperature and 
1elief of pain occurred in 24 hours. It was believed that the patient 
had a volvulus with spontaneous reduction. An operative barium 
enema showed no abnormalities of the large bowel. The path- 
ological report of the surgical specimen was as follows: 18 cm. long 
large intestine, 5 cm. in diameter, walls thickened with a hyper- 
plastic mucosa with irregular rugae and pseudopolypoid formations. 
Early in the postoperative course the child had 4 to 10 liquid to 
soft bowel movements per day without sphincter control. He 
gradually developed control and on discharge, April 11, 1951, he 
had an average of four soft, poorly formed bowel movements per 
day with good control. He is now being carefully followed in the 
clinic. The child now appears more alert, appetite is good, 3 to 4 
soft formed bowel movements per day requiring no laxatives or 
enemas, sphincter control is good and there is no evidence of in- 
complete bowel movements. 


DISCUSSION 


The etiology of megacolon may be placed in two general cat- 
agories: 1. Acquired or partially obstructive lesion. 2. Congenital 
or idiopathic. Since all forms of mechanical obstruction have been 
ruled out, we are dealing with, in this particular case, a form of 
congenital megacolon, or more specifically, megasigmoid. Many 
etiological factors have been presented as the cause of congenital 
megacolon but as yet no uniform agreement has been reached. 
Imbalance of the autonomic nerve supply to the affected part has 
been a popular etiology in the past. This may be due to an 
excessive or diminished parasympathetic activity or an excessive 
or diminished sympathetic activity. This supposition was the result 
of the fair to good therapeutic recovery with the use of sympa- 
thectomies, sympathetic and parasympathetic stimulation, and 
paralyzing drugs. Some authors favor the congenital absence of 
enteric nerve cells in the dilated portion. Swenson, more recently 
and with much support, has demonstrated the fact that a distal 
constricted portion proximal to the anus is the primary site of 
pathology. The dilated portion proximal to the area is a secondary 
result and is normal except for compensatory dilation and hyper- 
trophy. Histological examination of the constricted portion, read- 
ily demonstrated on x-ray by special technique, shows an absence 
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of nerve ganglia of the intramural plexus. The histology of the 
dilated portion reveals a normal nerve supply. Swenson’s opera- 
tion consists of resection of the rectum and rectosigmoid with pre- 
servation of the sphincters. He has attained excellent results with 
a probable permanent cure in a relatively large series of cases. 
Bowel control gradually becomes normal in every respect. Swen- 
son’s treatment for congenital megacolon shows greater promise 
for permanent cure of this chronic relapsing disease than any other 
regime, and should be considered in all cases of severe megacolon. 
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TREATMENT OF YAWs By AUREOMYCIN. (Trans. Royal Soc. 
Trop. Med. and Hyg., London, 44: 315, Dec. 1950). Five children, 
3 to 8 years of age, with florid secondary yaws were treated with 
aureomycin hydrochloride. This was given in the form of capsules 
by mouth, 250 mg., three times daily for seven days. This dose 
cleared up the secondary lesions and prevented recurrence for at 
least six months. Aureomycin given by mouth proved also of 
value in two children, 8 and 10 years of age, respectively, with 
late secondary or early tertiary yaws. They were given 500 mg. 
three times daily for seven days. It appears that in late secondary 
and tertiary yaws aureomycin in the dosage given is less spectacular 
in its action than in patients with a florid secondary skin eruption. 
Nevertheless, it is of significant value in healing chronic ulcers and 
in relieving the pain in yaws periostitis, The oral administration 
of aureomycin caused no toxic symptoms such as fever, headache, 
nausea, vomiting or skin eruptions. Aureomycin behaves in yaws 
much in the same way as does penicillin, It has the advantage 
over penicillin in that it is effective by mouth in comparatively 
small doses. In mass treatment this is obviously a great advan- 
tage, since besides the pain of daily intramuscular injections there 
is a great saving of labor, apparatus and time—Journal A.M.A. 
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NEUROBLASTOMA* 
REPORT OF CASE 
Myron B. Harkavy, M.D. 

New York, 

With the development of more refined techniques, tumors of the 
sympathetic nervous system are being diagnosed earlier, with 
greater frequency, and with greater accuracy. These tumors vary 
in their gross and histological characteristics depending upon the 
stage of development at which neoplastic growth begins. The 
primordial cells, which are derived from neural crest material, are 
multipotent and may develop in one of several directions. Thus, 
via sympathoblasts (neuroblasts) they may develop into sympa- 
thetic nervous cells, via spongioblasts or lemmoblasts into peri- 
pheral glia, and, finally, via pheocromoblasts into the pheochrome 
(chromaffine ) cells of the adrenal, the carotid body and other organs. 
Tumor formation may occur at any stage (Bailey and Cushing) and, 
therefore, in keeping with this hypothesis, Scott, Oliver and Oliver 
(1933) suggested the following classification': (1) Entirely un- 
differentiated tumors which include sympathiocoblastomas. (2) 
Incompletely differentiated tumors which include sympathetic 
neuroblastomas, spongioblastomas and pheochromoblastomas. (3) 
Completely differentiated tumors which include ganglioneurcémas, 
and pheochromocytomas. 

Emigration of neural crest material throughout the body to form 
various parts of the sympathetic system continues till after puberty 
( Wiesel, 1905) and the “long distance which these cells have to 
travel favours faulty cell development so that immature groups 
of cells may be left behind which are potentially capable of pro- 
liferation.””* 

Neuroblastomas, also labeled sympathicoblastomas and sympa- 
thoblastomas, fall into the first category listed above and are prob- 
ably the most common abdominal malignancies of childhood, being 
one of the four most frequent malignancies in children. Mande- 
ville? writes of 431 known cases up to 1947 and feels many more 
were misdiagnosed as other lesions. The tumor was first described 
by Virchow (1864) under the name of glioma, but it was not until 


“Submitted as partial fulfillment of the requirements of the course in Senior 
Pediatrics at the New York Medical College, Flower and Fifth Avenue Hospitals. The 
author is at presemt interning at Beth Israel Hospital, New York City. 
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1910 that Wright established its origin from anlage of the sympa- 
thetic nervous system. He first used the term neuroblastoma to 
describe them. The tumor may arise in any part of the body, hav- 
ing been reported in the ciliary ganglion, cervical sympathetic 
trunk, thorax, celiac ganglion, small intestine, uterus, sacral plexus, 
skin, along peripheral nerves,’ scapula, mediastinum and inter- 
vertebral foramen.® 

Presenting signs and symptoms may include ecchymosis of one 
or both lids, bluish discoloration of the temporal regions with a 
definite palpable mass, exophthalmus, papilledema, and roentgen- 
ological evidence of bone destruction in the skull with separation of 
the sutures and involvement of the long bones. Other findings are 
palpable abdominal masses with rapid increases in size, anemia, 
cachexia and weakness.’ Hutchinson and Pepper have described 
different clinical pictures based on different routes of metastases 
as seen in tumors of the right as opposed to that of the left adrenal. 
This concept is not widely accepted at the present time. 

The following case history is presented to show how the present- 
ing symptom may be entirely different from the usual course as 
described above, how widespread metastases may be present before 
serious symptomatology occurs, and how dramatic, although 
extremely transient, improvement may occur under present day 
therapy. 


CASE REPORT 


J. W., a 4-year-old white male, was admitted to the hospital 
pediatric ward because of constipation of two weeks duration and 
vomiting for three days prior to admission. He had been in good 
health until two weeks before admission at which time severe con- 
stipation developed, failing to respond to the usual laxatives and 
enemata. Malaise, listlessness, lethargy and pallor gradually be- 
came evident. Three days before admission severe vomiting 
occurred, with intensification of the above mentioned symptoms. 

Positive Physical Signs on Admission included a stiff neck, a 
positive Kernig sign, and multiple small palpable masses in the 
abdomen. Other neurological signs were negative. The impression 
at this time was that the child had either a meningitis or enceph- 
alitis. However, x-rays were taken and revealed many osteolytic 
lesions scattered throughout the pelvis, skull, vertebrae and humeri. 
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This moth-eaten appearance was thought suggestive of neuro- 
blastoma, the diagnosis being further aided by the appearance of 
calcification in the right adrenal area. Laboratory findings included 
hemoglobin 12 grams, W.B.C. 10,000, blood urea nitrogen 25 mgms., 
blood chlorides 918 mgms., albumin 4.4 grams, globulin 2.5 grams, 
potassium 3.4 mEq., sodium 131 mEq. Bone®marrow aspiration 
showed the typical rosette formation of neuroblastoma. 

Within several days right external rectus palsey developed as did 
a severe frontal headache. The right knee jerk disappeared and a 
positive Babinski was elicited on the same side. The patient then 
lapsed into coma. These latter symptoms were thought to be due 
to a cerebrovascular accident with hemorrhage into the left cortex. 

At this point the patient was transferred to Memorial Hospital 
where, still in coma, he was given 6 mgms. of nitrogen mustard 
intravenously. Hypertension developed on the following day 
(158/128) and one day later there appeared ecchymosis of the 
right orbit with ptosis and proptosis. On continued nitrogen mus- 
tard therapy the blood pressure dropped, the headache disappeared, 
and the child became sufficiently alert and rational to be discharged 
to the clinic 20 days after admission. 

Nine days later, the child was readmitted with a recurrence of 
his original complaints. Repeated therapy with nitrogen mustard 
gave only fair results. A progressive downhill course developed 
and at this writing the child was failing rapidly. 

Treatment, as noted, may offer only slight palliation. Tumors of 
this type are moderately radioresponsive to the earliest radiation 
but resistance increases with subsequent treatment.’ The nitrogen 
mustards do not always produce the dramatic results as in the case 
cited, but they, as well as the antifolic acid compounds, are receiv- 
ing intensive study in the therapy of this as well as many other 
neoplastic diseases. 

Prognosis is very poor, a fatal outcome being expected by some 
in an average of four months,’ by others in from two to five years." 


Occasional instances are reported in which proven cases of neuro- 


blastoma have not been fatal. One reported case is in excellent 
health five years after operation.‘ Cushing and Wholbach (1927) 
and Févre, Lamy, and Baudoin (1943) reported similar cases. 
Rarely, the malignant lesion may differentiate to such a degree as 
to become a benign ganglioneuroma.' 
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Diagnosis is based upon the clinical picture plus histologic 
identification of the typical cells which are sympathoblasts. These 
usually are associated with delicate fibrils which may be arranged 
in parallel bundles. One or more rows of these cells may be formed 
about a central mass of fine fibrils forming the characteristic 
rosette.” On X-ray,lytic lesions may be seen as well as productive 
changes with radiating spicules as described by Rypins. Calcifica- 
tion in the tumors, if noted in the roentgenogram, may be helpful 
as an aid in preoperative diagnosis. Calcification may vary from 
a fine uniform stippling to irregular confluent shadows.* Histologic 
confirmation is, of course, necessary for definite diagnosis. This is 
not too easy in neuroblastoma as the cells frequently are confused 
with those of lymphosarcoma and small cell carcinomas. In one 
series of cases, after a review of the tissue sections of so-called 
neuroblastomas, one was found to be a Ewing’s sarcoma, one a 
dysgerminoma, and one a primary bronchogenic carcinoma.’ Mur- 
ray and Stout’ report a new diagnostic method utilizing in vitro 
cultures of tumor tissue in which neurofibril development and other 
distinctive characteristics of the cells may enable the diagnosis to 
be made in as little as 24 hours. 


SUMMARY 


A case report of neuroblastoma in a 4-year-old male child has 
been presented with a brief review of the embryologic pathogenesis 
of the tumor, its usual clinical symptomatology, its prognosis, treat- 
ment and diagnosis. 
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A PEDIATRICIAN VIEWS THE TRENDS IN 
CHILD PSYCHIATRY* 
JEANNE Situ, M.D. 
New York 

Some of the developments of modern psychiatry which require 
critical evaluation at this time are the new methods of psychiatric 
procedures practiced on children. They are insulin and metrazol 
shock, electric shock and the latest method of somatic psychiatric 
treatment, prefrontal lobotomy. Children as young as three and 
four years old are being treated with these methods. What is their 
scientific rationale? What are the diagnostic criteria on which they 
are based, and what attitude should the pediatrician take with re- 
gard to them? 

As in any other clinical study in pediatrics, one must examine 
the indications for the procedures, the symptomatology of diseases 
in which it is recommended and used, and, most important, the 
prognosis with and without these procedures. For whether it is a 
question of a child’s physical or mental life, the least one must know 
is a rational basis for prognosis. 

The largest series of cases of children receiving electric shock 
therapy shall be reviewed here, with a view to determine the in- 
dications and to analyze the results of such treatment. 

Bender*® reports on 100 cases which were diagnosed as “Child- 
hood Schizophrenia.” Childhood schizophrenia, according to 
Bender’s definition, is “. . . a clinical entity, occurring in childhood 
before the age of eleven years, which reveals pathology in behavior 
at every level and in every area of integration or patterning within 
the functioning of the central nervous system, be it vegetative, 
motor, perceptual, intellectual, emotional or social.” 

A further elaboration of this disease entity is considered. ‘As to 
the age of onset, there are three critical periods. The first two 
years of life not uncommonly includes the onset of a mental illness 
in children which subsequently proves to be schizophrenia. The 
development is reported by the mother to have been uneven and 
there may be no point at which the child appeared normal and then 
regressed. ... From three to four and a half years is the most com- 
mon period of onset. This group is more readily recognized because 
of the normal devlopment up to this period. The regression may be 
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insidious and very slow, or abrupt and very rapid, so that in 6 
months the child may lose all he has gained in 3 years, especially 
the socially oriented behavior patterns, leaving him well developed 
physically with good gait and exaggerated graceful motility, but 
having lost many of his acquired habit patterns, language, object 
relationship, with increased anxiety and physical dependence on the 
mother. The child may show increased activity with anxiety, emo- 
tional instability, irritability, excitement, unprovoked aggression 
(usually oral) and temper tantrums with fears, phobias, disturbed 
sleep, accelerated language development, and considerable preoc- 
cupation with all of the psychological problems of identity, body 
functions, physical and social orientation. There will be an 
aggressive dependence on the mother and all adults. In general, 
those children with onset of schizophrenia before age five, who 
show severe interference or regression in fundamental habit pat- 
terns, language, object relationship, and motility, and show a loss 
of anxiety, are the most severe cases. In our experience they do 
not indicate a tendency to remissions nor do they respond much to 
shock treatment. The third common childhood period of onset is 
the prepuberal period age 10 to 11%. In these children the 
clinical picture is quite different. With the obsessional-compulsive 
thinking added to the psychological problems of the schizophrenic 
child with his disturbance in identification and orientation, he 
evolves persecutory systems in which he suspects that either he or 
his parents are changed and that other children are against him 
because he cannot identify with them. Inability to keep track of 
the periphery of his body leads to a breakdown in personal habits 
and care. In some cases the behavior is like delinquency ; the child 
truants, wanders away from home and enters strange dwellings in 
an effort to orient himself.” 

There are other descriptions in this article of the author’s criteria 
for the diagnosis of schizophrenia. “The presence of a severe 
anxiety in a child, unaccounted for by a reality situation, is in it- 
self suggestive of schizophrenia. When schizophrenia occurs in 
the first few years or before language is well established, there is 
usually more or less retardation, inhibition or blocking, often with 
complete mutism which may appear as an initial symptom but may 
later be partially overcome with a return of speech that is dis- 
torted; or speech may gradually ‘deteriorate’ or ‘regress’ by use of 
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simpler language forms, dropping out of connecting words, loss of 
more recently acquired language forms, and fragmentary speech. 
Language may be used as a repetitive expression of anxiety with 
questions concerning identity and orientation, but never waiting or 
attending to an answer or ceasing to use it as a means of com- 
munication or interpersonal relationship; it is used as a chanting 
accompaniment of motor play. There are occasional explosive ex- 
pletives, aggressive or obscene in nature.” 

According to these descriptions of children’s use of language, no 
child would be entirely safe from the diagnosis of schizophrenia. 
Other characteristics, which develop into a self-contradictory 
syndrome are described. “Growth discrepancies are marked. The 
children are too big or too little, too fat or too thin . . . the physio- 
logical rhythms of daily living lose their normal rhythmic pattern. 
This is seen in the sleeping, eating, and elimination habits. Mothers 
complain of it as a part of the early disorder in behavior, and we 
observe it in trying to adapt the children to the ward routine suit- 
able for the normal child. . . . Characteristic disturbances in pat- 
terned motor behavior or motility can be demonstrated in every 
schizophrenic child. Mothers will tell us in retrospect of uneven- 
ness in the motor development of the child. They complain of motor 
awkwardness and poor control of limbs. . . . There are postural 
reflex responses which are nearly specific for childhood schizo- 
phrenia. Postural reflexes are tested by having the child stand 
with his arms outstretched in front of him and his eyes closed 
while the head is turned on the neck by the examiner. The primi- 
tive response to this test is to turn the body so as to bring it in 
line again with the head. . . . The schizophrenic child responds with 
a graceful fluid whirling which he quickly accepts as a new pattern 
of activity, if he has not already discovered it himself, and will 
carry it on spontaneously. Sometimes the examiner need only put 
his finger on the top of the head which suggests a pivot.” 

How then are we to reconcile “motor awkwardness and poor 
control of limbs” with “graceful fluid whirling” and “when left 
to his own devices, he carries on endless rhythmic and graceful 
dancing behavior with changing tempos”? “The schizophrenic 
child shows a physical or bodily dependence which can be seen by 
simple physical contact. He seeks instantly to use the body or the 
motility of the adult and will either lean so completely on the other 
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person as to fall to the ground if that support is withdrawn or will 
readily sink completely and passively into the lap and arms of the 
accepting adult as though to melt his very body into that of the 
other and thereby identify himself with the other’s more secure 
center of gravity. With the same impulse, he clings to and holds 
on to the adult at every opportunity.” 

Any parent who has not had this experience with a child is a 
rare exception. It becomes increasingly difficult to delineate nor- 
mal behavior for a child. They must (literally and figuratively) 
not know which way to turn. 

Other psychiatrists present varying criteria for diagnosis. Brad- 
ley’ notes eight behavior characteristics: “. . . seclusiveness ; 
irritability when seclusiveness is disturbed; daydreaming ; bizarre 
behavior; diminution of personal interests; regressive nature of 
personal interests; sensitivity to comment and criticism; physical 
inactivity.” He concludes that “. . . since schizophrenia appears to 
be a way of life (italics mine) rather than a disease, its existence 
is not incompatable with that of other handicaps such as mental 
deficiency, epilepsy, or cerebral palsy, to mention only a few co- 
existing conditions that have come under the writer’s observation.” 

In pediatrics should one treat a “way of life” with electric 
shocks? Despert'', who has investigated ang written extensively 
on childhood schizophrenia, states: “There is actually no satisfac- 
tory formulation of childhood schizophrenia as a disease entity ; the 
symptomatology, on the whole, is described by comparison with the 
adult syndrome, or in terms of its later developments, during 
adolescence and adulthood.” She lists these characteristics : “Dis- 
sociative and autistic manifestations; excessive dependence on 
mother ; bizarre behavior such as motor rigidity, nonfunctional play, 
rituals and compulsions; temper tantrums; speech and language 
deviations, hallucinations, delusions.” 

This formulation of symptomatology in comparison with the 
adult syndrome leads to gross scientific inaccuracies. One reads, 
for instance, that “one may find schizophrenic symptoms in cases of 
hysteria.” That is like saying one may find symptoms of tuber- 
culosis in the common cold. It is an adjective charged with serious 
connotations and should not be applied loosely or with lack of 

clarity. 
Since the diagnostic criteria of this entity have produced such 
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diversity of opinions, it would be indeed helpful if there were some 


long term study of this condition, let us say, a follow-up study of 


children diagnosed as psychotic or schizophrenic for one or two 
decades to determine whether they ever developed the clinical pic- 
ture of adult schizophrenia and psychosis. Unfortunately, only one 
such study exists. Sherman and Jost” report a study of 35 children 
whose condition was diagnosed as psychotic and who were ob- 
served for periods ranging from only two to ten years. A detailed 
history of the behavioral development of each child was obtained 
from parents and teachers. Ten of the 35 were committed to state 
hospitals for the insane by the time they were twenty. And the 
conclusions are astonishing. “The majority of the 35 patients were 
intellectually normal during their infancy and early childhood and 
ne one in the family suspected at that time that they were different 
from other children. In 26 cases the mental abnormalities developed 
in a recognizable form when they were between eleven and thir- 
ten.” In all but one case the parents stated that the behavior of 
the child was good before he manifested the nervous or other 
abberant activities. “/ndced, the majority of the subjects were 
model, well behaved children, who gave their parents and teachers 
no trouble” (italics mine). 

A similar observation of the childhocd behavior of psychotic’ 
adults was made by Bowman*®. His survey of 322 cases, the 
data provided by parents, friends, teachers, etc., shows that in 

. schizophrenia there are more model children . . . they tend to 
have few friends, to indulge in solitary amusements, to be followers, 
feel superior, to be closemouthed and uncommunicative. ... As a 
child, he is not oversensitive and daydreams less than normal.” 

Further confirmatory evidence was produced by Buren" in a 
study of psychological examination of children who later became 
psychotic. He concludes that “children who will later develop a 
mental disease of sufficient seriousness to require hospitalization do 
not differ greatly as a group from other children at the school ages 
when they were examined by the Bureau of Child Study. . . . With- 
in the group of prepsychotic cases, however, the children who later 
became schizophrenic tend to be apathetic in the childhood examin- 
ing situation and are also more intelligent when compared to the 
constitutional mental disease group, who are excitable and of lower 
intelligence.” 
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A study of the mothers of schizophrenic patients (adults) by 
Tietze™ is very revealing. When asked about the prepsychotic per- 
sonality of their schizophrenic children, a characteristic first re- 
sponse was: “There was nothing wrong with him; he was the best 
child, he worshipped me, he was the least trouble of all my children, 
the easiest to be trained; as far as I could see he was perfectly 
normal.” The children were shy and timid, especially with persons 
outside the family circle. They were reluctant to mingle with other 
children and if they did it was at the initiative of their playmates 
or mothers. In a play situation they were followers rather than 
leaders, unaggressive, poor losers and unable to take being teased. 
Only 6 (out of 25) reacted to frustration with temper tantrums. 
The other 19 never have shown signs of a temper. The mothers’ 
description of the prepsychotic personality of their children shows 
how highly they prize “normality” and “goodness” and how in- 
separable these two concepts have become in their minds. These 
cases became openly psychotic in college. Previous to that, they 
showed only poor social adjustment. 

It becomes increasingly apparent that only in reasoning back- 
wards, and investigating the history after an adult psychosis has 
developed that a clear picture of the prepsychotic personality in 
children is revealed. These studies show a remarkable unanimity 
of opinion, completely contradicting Bender’s elaborate symptoma- 
tology. However, there is even danger here, for, in the diagnosfs 
of problem children, it is apparently easy to be misled into gen- 
eralizations about diagnosis on the basis of this picture of the pre- 
psychotic personality. 

Kemble* warned against this easy pitfall. “There can be no 
doubt that some individuals with withdrawn personalities will be- 
come schizophrenic, but this is quite different from saying that all 
withdrawn types are potential schizophrenics.” 

Examination of the results of shock treatment is described by 
Des Lauriers and Halpern™ who tested one hundred children from 
four to eleven years of age, before and after shock therapy. These 
are their conclusions: “On the basis of our experience it can be 
said that no one interest pattern can be considered significant or 
diagnostic of childhood schizophrenia.” Again, “in attempting to 
summarize the overall effect of shock treatment on the schizo- 
phrenic child, as it shows itself through the medium of the various 
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tests used, the chief impression obtained is that the shock treatment 
has broken down all the superadded structures, the neurotic and 
anxious features, and there now appears in strong relief a clearly 
defined picture of schizophrenia.” 

Unfortunately this “clearly defined picture” is never defined, nor 
clear. “There is no improvement in the mental continuum, there 
is no change in reasoning and judgment, the tendency to accept 
incidental and far-fetched issues as important is still present. On 
the projective tests, the main change is a general flattening out of 
the affect. . . . The Rorschach records therefore appear to be all 
more or less of one pattern, a schizophrenic pattern, with definitely 
fewer neurotic attributes than existed in the preshock protocol. /f 
shock therapy did nothing else, it served to clarify diagnosis” 
(italics mine). 

Ordinarily, in the process of scientific medicine, there is a logical 
progression of investigation and treatment for most diseases. New 
drugs are discovered and theories of action are formulated. These 
new drugs are discarded or used and conclusions of efficacy drawn 
from them. Physicians hesitate to use a topical sulfa preparation 
for fear of sensitizing a child to the drug and perhaps prec!uding 
its oral use in a more serious illness. Hormone injections are fol- 
lowed closely for untoward reactions and serious complications. 
Immunizing sera are carefully tested to prevent anaphylactic reac- 
tions; recurrences of febrile convulsions prevented. Language is 
edited before parents, and concern dissembled to prevent unneces- 
sary alarm. And yet—before the effects of shock treatment on 
children have been properly evaluated, there are on record eleven 
cases of prefrontal lobotomy performed on children.” 

Freeman and Watts” in their article claim that the outstanding 
feature of childhood schizophrenia is seclusiveness . . . and that 
“, .. children who are to develop schizophrenia before puberty may 
show this seclusiveness before the age of two. Indeed, one patient 
is reported to have turned definitely away from other children at 
the age of nine months.” They claim that incongruity of affect 
has been frequently noted, and as an example of this cite one 
patient who “. . . handled snakes and worms without concern while 
at the same time she expressed ungovernable alarm about crossing 
a bridge.” 

One should at least be fair to children and understand them. 
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This child is afraid to cross a bridge, but is not afraid of handling 
snakes and worms. To conclude “incongruity of affect” is a mis- 
application. It too obviously shows the subjectivity of diagnosis 
and the attempt to force a simple observation into the symptom oi 
psychosis. There is more evidence of the assumptive technique of 
diagnosis. It is stated that “hallucinatory and delusional experi- 
ences are not so readily brought out in these children as they are 
among older schizophrenics, but they probably occur quite fre- 
quently. The reason that they are not more frequently reported is 
due to the stubborn desire of the child to keep his fantasy-lite 
undisturbed.”** 

The purpose of prefrontal lobotomy for the schizophrenias 
occurring in childhood has been undertaken “. . . with a view to 
terminating the fantasy-life and reducing the expenditure of emo- 
tional energy upon the self... . It is easier to smash the world 
of fantasy, to cut down upon the emotional interest that the child 
pays to his inner experiences, than it is to redirect his behavior into 
socially acceptable channels.”’* 

It becomes necessary again to come to the defense of children 
and their fantasy-life. Clinical tests' reveal that the mental life of 
adult schizophrenics is comparable to the fantasy-life of a child. 
But children normally live in a world of fantasy and imagination 
and in later life many of their artistic accomplishments in fields of 
literature, art and professions are directly derived from this. It 
would seem reasonable to permit them at least the opportunity for 
developing a sense of reality before destroying their potentialities. 

In the technique of prefrontal lobotomies a great deal of frontal 
lobe tissue has to be sacrificed in children in order to obtain any 
more than “temporary improvement.” The younger the age at 
which the psychosis has begun the more posteriorly the incisions 
have to be made, with resulting greater disability, it is claimed. 
The youngest patient in this series of eleven cases was four years 
and six months at the time of operation. “Absolutely incorrigible. 
destructive, assaulting, his face was a mass of bruises as the result 
of banging his face against furniture in response to the most trivial 
frustration. . . . Unfortunately the possibilities in this case will 
remain unknown because after return home, and when things were 


going well, he contracted meningitis and died two weeks after 
18 


operation.” 
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There is another rationale expressed by the authors for continu- 


ing to perform this operation. “Ii fear and hate can be eliminated 
by operation in adults and render it easier for them to get along in 
their social milieu, then prefrontal lobotomy in children could con- 
ceivably enable them to develop their remaining resources to a 


degree adequate for constructive living.” 


Apart from the questionable rationale of eliminating fear and 
hate in human beings, what are the other, concomitant functions 
which are eliminated by lobotomy ? 

Psychological testing has revealed specific eliminations of 
cerebral functions'® There is a reduced capacity for 
prolonged attention and effective planning ; a lack of normal degree 
of deliberative qualities and the patients exhibit defects when pre- 
sented with tasks which require analysis and synthesis. There is a 
lack of self-consciousness, restraint, embarrassment and an in- 
difference to criticism. They tend to be tactless, smug, self-satis- 
fied. In extreme cases, they are indolent, lacking in ambition and 
careless in personal tidiness. Frankly abnormal ideational features, 
such as delusions and hallucinations, may not disappear but the 
emotional reaction to these disturbing experiences is dulled. There 
is an incidence of 12.3 per cent in whom convulsions occur,,even 
as late as nine to twelve months after treatment. It causes loss 
of the power of abstract thinking. 

rom the pediatrician’s point of view one may be a little con- 
cerned over the prognosis which these new procedures present. 
Primun non nocere! Above all do no harm. 
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HereDiITy oF DrApetes Metuitus. (Medizinische Klinik. 
Munich, 46: 327, March 16, 1951). The question whether it is ad- 
visable for diabetic patients to marry induced Thdéne to investigate 
the familial occurrence of diabetes mellitus in a group of 130 
diabetic patients. Forty-one (31.5%) of these patients had persons 
with diabetes mellitus among their blood relatives. In 15 of these 
patients one of the parents was diabetic (nine mothers and six 
fathers); in three, one of the parents as well as siblings had 
diabetes; in six, one of the grandparents was diabetic, whereas 
the parents were not; in about one-fourth of the patients siblings 
were diabetic, and conjugal diabetes was found in two couples. 
When diabetes was transmitted from parents to child, it appeared 
at an average age of 52, whereas when a grandparent was diabetic 
it became manifest at an average age of 36. Patients who have 
diabetic siblings usually become diabetic at about the age of 
46. Anteposition was quite evident; that is, even if diabetes ap- 
peared at an advanced age in the older generation it was likely 
to appear earlier in the later generation. A predisposition to 
diabetes is hereditary, but the transmission is oftener recessive than 
dominant. Although the likelihood of developing the disease is 
much greater for a child with a familial predisposition to diabetes 
than for one without such predisposition, the author does not 
believe that a diabetic person should be forbidden to marry, at any 
rate, not if the partner is free from metabolic disorders. If both 
partners have a family history of diabetes, then the likelihood of 
diabetes in the offspring is great-——Journal A.M.A., 
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In order to encourage the writing of clinical articles by recent graduates or 
senior medical students, the Arcuives will publish monthly at least one such 
paper from the classes of Doctor Reuel A. Benson, New York Medical Col- 
lege, New York, and Doctor Philip Moen Stimson, Cornell Medical School, 
New York. Other interested medical schools are cordially invited to submit 
student papers for consideration. 


EPIDEMIC DIARRHEA OF THE NEWBORN* 
J. Hatiock, M.D. 
New York. 

In 1937 Rice and Best' first called attention to an epidemic form 
of diarrhea which occurred at random among babies in hospitals. 
Reporting on eleven New York City institutions, they revealed an 
incidence of 505 cases out of 3,672 live births during the period 
1934-36. Most affected was the newborn, during the first to third 
weeks of life. Etiological factors were entirely unknown, nor was 
there any apparent relation to sex, race, season, nutritional state 
or to feeding problems. 

Usually the first indication of trouble was a cessation of weight 
gain, listlessness and refusal of food. Subsequent symptoms were 
those of acute intestinal toxicosis with the development of yellow 
or yellow-green watery stools. Significant pathological findings 
were consistently absent. There was congestion of superficial in- 
testinal véssels, mesenteric lymph node enlargement and congestion 
of Peyer’s patches in the ileum. 

It is now realized that this epidemic form of diarrhea in the 
newborn is not a new clinical entity*® but is only one of many diar- 
rheal disorders. The modern era of hospital deliveries has served 
to reduce maternal mortality by effecting deliveries where facilities 
are present to handle most of the accidents of childbirth. On the 
other hand,’ by bringing a large group of babies together, all may 
be exposed by one individual who harbors an agent capable of 
producing disease. Epidemic diarrhea, therefore, attains promi- 
nence as a result of modern custom, since it does not occur as an 
epidemic among home-born babies. By way of example," the 
Boston Lying-In Out-Patient Department reported 1,015 home 
deliveries for the year 1935, as compared to 47 in 1945 and none 


*From the Department of Pediatrics, Cornell University Medical College, New York. 
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in 1946. Although maternal mortality has decreased through the 
years, the question resolves, “May not the home be safer than the 
hospital for the newborn, in certain respects?” 

In the United States, infant morality? did not decline until 
1910. At that time it was 135 per 1,000 live births. During 1949, 
32 died per 1,000 births. A significant portion of this disease is 
clue to the lowered incidence of diarrheal diseases, especially among 
those over one month of age. Among the neonatal group the 
improvement has been slight, so that 30.4 per cent of diarrheal 
deaths still occur in those under one month of age. A breakdown 
of mortality figures‘ for the years 1923-47 reveals the following : 
Infant mortality of those one month to one year fell from 34.5 to 
6.2 per 1,000 live births, while in those under one month it fell 
only from 31.9 to 20.2 per 1,000 live births. The lag in the 
neonatal group is chiefly due to congenital malformations, prema- 
turity and birth injuries. The diarrhea death rate has fallen from 
8.6 to 0.9 in the group one month to one year, while in those 
under one month, it has only decreased from 1.2 to 0.5 per 1,000 
live births. This is due largely to an epidemic form of diarrhea 
of unknown etiology. Among prematures, this form of diarrhea 
constitutes a great disaster, while of negligible mortality in those 
over six months. In New York City alone, during the period 
1934-48, there were 184 outbreaks of epidemic diarrhea in which 
2,966 of 18,542 newborn were attacked, a morbidity of 16 per cent. 
In three of these years diarrheal deaths were greater than the 
total due to typhoid, scarlet fever, measles and whooping cough. 
Nine hundred twenty-four died (5 per cent), or a case fatality of 
31.2 per cent. Others® * have collected cases whose fatality rates 
varied from 10.5 to 81.8 per cent. 

It is a well-known fact that an epidemic may occur in any 
hospital, no matter how well operated and despite ordinary pre- 
cautionary measures. The most insidious nature of this process 
is that almost epidemic proportions have developed before it is 
recognized that something is amiss. During late August 1944, 
two infants in separate nurseries of Temple University Hospital® 
developed loose stools. One lost weight, was immediately isolated 
and recovered uneventfully. The second developed no further 
symptoms, was not isolated until the second day, and also recov- 
ered. By September 1, a full blown epidemic had developed. On 
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successive days others in one nursery developed diarrhea and one 
previous discharge was readmitted with vomiting and weight loss. 
Nine days after the initial episode, two babies in the premature 
unit were found to have loose stools. This group had separate 
quarters and separate nursing personnel. All infants with diarrhea 
were placed in the regular pediatric ward with separate nursing 
facilities and personnel for the remainder of the epidemic. While 
there, none of the other children, from one to eighteen months, 
developed symptoms as a result of these contacts. The nurseries 
were closed four days and reopened, but mild cases continued to 
recur every few days. Finally, in order to eradicate the epidemic 
the nurseries were again closed, cleansed and repainted. Of 346 
patients during this period, 63 developed diarrhea (18.2 per cent 
morbidity) with a case fatality of 23.8 per cent. Although there 
was great variety in the severity of symptoms, the prematures were 
more severely affected and suffered the higher fatality rate. Cul- 
tures from patients, personnel, and rooms failed to reveal any 
known pathogenic organism, nor was any break in technique 
discovered. 

Foster® relates in detail the difficulties in confining an outbreak, 
even under an ideal situation. 

“An outbreak of epidemic diarrhea of the newborn at the 
Cambridge City Hospital originated with the admission of two 
babies who developed diarrhea at home and were admitted to the 
pediatric ward in the main building on December 9 and 11, re- 
spectively. The admission diagnosis in the first case was gastroen- 
teritis, and enterocolitis in the second case. Both babies died—the 
first 22 days after the onset of the disease, the other on the ninth 
day. 

“On December 11, two days after the admission of the first case 
from the outside, two additional babies in the pediatric ward 
developed diarrhea. On December 13, there were two more cases. 
Then, after a quiet interval of six days, two cases followed on 
December 19, two more on December 27 and one on December 28. 

“The number of infants in the pediatric ward who developed 
diarrhea totaled thirteen. All were under ten months of age. 
Older children, who were as intimately exposed as these infants, 
escaped infection. The clinical picture was that of listlessness, 
inappetence with resulting cessation of gain or loss in weight, fol- 
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lowed by copious, watery yellow or green stools with or without 
vomiting or fever, usually more or less distention, and, in severe 
or fatal cases, dehydration, ashen grey pallor, circles beneath the 
eyes and depression of the fontanelle. Convulsions occurred in one 
case just prior to exitus. Stool specimens submitted in each case 
to the state laboratory were uniformly reported negative for organ- 
isms of the dysentery and salmonella groups. 

“The incubitory period appeared to vary from two to fourteen 
days. The average duration of the disease was six days, with indi- 
vidual variations from two to 22 days. There were four deaths in 
the group—a mortality of 31 per cent. The morbidity rate was 
43 per cent. 

“The first two babies, who developed diarrhea in their homes 
prior to admission, as well as all subsequent contact cases, were 
isolated on one side of the pediatric ward with individual screen- 
ing. Admissions to this ward were interdicted and all babies, 
excepting diarrhea cases, were subsequently admitted to an auxil- 
liary pediatric ward opened on the second floor of the main build- 
ing. A barrier was declared in the center of the pediatric ward, 
and separate staffs of nurses were assigned to the care of diarrhea 
cases on one side and noninfected cases on the other. Rigid nurs- 
ing techniques were enforced with special emphasis on individual 
thermometers, hand-scrubbing, and the use of gowns, masks and 
head gear. 

“Upon the occurrence of the first contact cases, suspicion arose 
that we were dealing with the so-called epidemic diarrhea of the 
newborn, and our fears were reported to the District Health Offi- 
cer by telephone. Suspicion became conviction when negative 
laboratory reports began coming in and the first deaths occurred 
on December 18, nine days after the admission of the first case. 

“There was great apprehension that the infection might spread 
to the nurseries in the maternity department although it was 
housed in Cahill House, a separate building. All formulas for the 
pediatric ward, formerly prepared in the Cahill House formula 
room, were prepared in the diet therapy room used for teaching 
purposes, in the nurses’ home. There was no connection with 
Cahill House, either by resident physicians, nurses, housekeeping 
personnel or others—both the main house and Cahill House having 
separate staffs. The only medical personnel who saw babies in 
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both the pediatric ward in the main house and in the nurseries in 

Cahill House were pediatric consultants and visiting staff pedi- 
atricians. All other possible avenues of transmission from the 
pediatric ward to the nurseries were believed to be blocked. 

“Despite these precautions, four babies in the premature nur- 

sery on the third floor of Cahill House developed diarrhea on 
December 27. One of these was signed out against advice and the 
other three were isolated immediately in a separate nursery with 
a separate staff of nurses assigned to their care. On December 28 
a fifth case occurred among the prematures, and it was isolated 
in a separate room, off the infected nursery. Additional cases 
among the prematures occurred on December 29 and 30. The 
third floor of Cahill House was closed and admissions were limited 
to the first and second floors. 

“No new cases occurred for fifteen days, then, on January 14, 
a suspected case of epidemic diarrhea appeared in one of the nur- 
series on the first floor of Cahill House; and upon the appearance 
of another case the following day, the decision was made to close 
the maternity service. The outbreak was limited to nine infants— 
seven of whom were prematures. The duration of the disease 
varied from six to 28 days. The average duration was ten days. 
There were four deaths in this group—all among prematures. 
The mortality rate was 44 per cent. 

“With the closure of Cahill House, the second phase of the 
epidemic terminated; but the Cahill Tlouse episode did not end 
there.” Thirteen babies who were born in Cahill House during the 
epidemic, and were free from signs or symptoms of infection when 
discharged on the seventh day after birth, subsequently developed 
diarrhea in their homes. Seven of these cases were readmitted 
to the Cambridge City Hospital, and six entered other institutions. 
The period elapsing between the dates of discharge and onset of 
diarrhea ranged from one to 31 days. The average period was 
eleven days. Duration of the disease was from four to 26 days; 
with an average of ten days. There were no deaths in this group. 
In three of the cases in this group periods of 28, 29 and 31 days, 
respectively, elapsed between discharge and the onset of diarrhea. 
As 21 days is usually viewed as the maximum period of incuba- 
tion, it is questionable whether these infections were contracted in 
Cahill House or subsequently at home. 
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“With readmission of the last case attributable to Cahill | louse 
on January 24, the epidemic ended. Recapitulation shows that 35 
cases of infectious diarrhea occurred during the three phases of the 
epidemic. The mortality—with eight deaths—was 22.4 per cent.” 
The earliest consistent sign of this malady is the loss of appetite 


with an arrest of weight gain**. In 48 hours the toxic phase 
begins with frequent, expulsive, watery stools of green (if breast 


fed) or yellow-brown color, but without blood or pus. The temper- 
ature rises and remains about 99°-100° F., seldom above 
101° F. Dehydration follows with subsequent acidosis, and 
vasomotor collapse if unchecked. Occasionally there is a slight 
amount of redness to the tongue margin. St. Gene’ has claimed 
that low CO, is frequently a prodrome of infectious diarrhea", 
and feels that the primary infection frequently becomes insignifi 
cant when acid-base balance is restored. 

During the invasive state the process may be confused with 
intestinal disturbances due to overfeeding, improperly adjusted 
formula preparations, cathartics or drugs. However, its specificity 
for the newborn without spread to older children and adults, the 
lack of high initial temperature rise with blood or mucus in the 
stools, do not tend to confuse it with salmonella or typhoid. In this 
regard, the agglutinin titer and microscopic examinations prove 
fruitless. Laboratory findings include ‘an increase in total protein, 
nonprotein nitrogen, and chloride, with a marked decrease of CO, 
combining power as low as 5-10 volumes per cent. Studies have 
shown, however, that the newborn normally has a lower CO, and 
higher chloride value*’. Complications include otitis media, broncho 
pneumonia, liver parenchymal degeneration, dural vessel conges- 
tion and, occasionally, renal thrombosis”. 

There is a remarkable lack of post-mortem pathological findings 
in comparison to the severity of the symptoms. The intestinal 
mucosa is usually hyperemic and atonic™ but without hemorrhage 
or ulceration, as a rule. Shallow ulcers’ ™ and denuded mucosa 
have been found at times, however. Brain edema", with extra 
vasations and diapedesis, have also been noted. As previously 
stated, there is no relation to sex, race, nutritional state (unless 
debilitated) or season’ *. The disease is most common in the 
north temperate zone. 


The median postnatal age is nine days* 


with a median incubation 
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of seven days® ** 4. Minimum incubation is considered to be one 
day and the maximum, by most, to be 21 days**. Others feel the 
incubation may last as long as 31 days**. Fatal processes last 
anywhere from one to 25 days (median seven days) while in 
those who recover it may last from three to 26 days (median 
twelve days). 

Attempts to incriminate a single etiological agent have so far 
been uniformly unsuccessful. In reviewing those epidemics in 
which adequate epidemiological studies were conducted, it would 
seem that the cause of this epidemic form of the newborn disease 
is a miscellaneous etiological group bound together by diarrhea’®. 
At one time or another, suspicion has been cast upon bacteria, 
both pathogenic and so-called nonpathogenic groups, as well as a 
possible viral source. One factor is apparent, however, the appear- 
ance of an epidemic is not merely chance but due to breaks in hos- 
pital technique, some due to gross carelessness, others relatively 
minute. Crowding of patients, insufficient number of personnel 
are the most common precipitating factors*. Clifford’® reported 
five epidemics, in each of which it was later learned that either a 
mother or a nurse had developed diarrhea prior to the epidemic. 
Later investigations found the community milk supply to be grossly 
contaminated with B. pyocyaneus. Escherichia coli’® was con- 
sidered the agent in four epidemics. Hospital A had 62 infants, 
of which 26 became ill, with three subsequently dying. Hemolytic 
E. coli was found in fourteen of sixteen stools and in the nursing 
supervisor’s stools. A later epidemic in the same hospital affected 
31 infants, with seven deaths. The same organism was found in 
stools of seven of eight infants, four of seventeen nurses, and in 
the milk in high numbers. In the other hospitals, E. coli was found 
in a significant percentage of the stools belonging to the nursing 
personnel, in the evaporated milk and on the rubber nipples. 

One New York hospital experienced three outbreaks”. In the 
first, stool examinations revealed E. coli mutabile, alpha hemolytic 
streptococcus aureus, staphylococcus aureus, stap. albus B. sub- 
tilis, hemolytic E. coli, aerobacter aerogenes, none of which were 
consistent enough to be significant. The second attack revealed 
significant findings of E. coli mutabile and hemolytic E. coli in 
thirteen prematures. The third outbreak failed to reveal any 
suspicious organism. RB. dispar® was found present in significant 
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amounts in 36 infants during a Baltimore epidemic, 21 of whom 
died. Paracolon bacilli and pseudoiionss have also been found”. 
Unfortunately, most epidemics shed no light as to the causative 
agent but do reveal faulty technique due to crowding and insuffi- 
cient medical staffs***. In one case seven nurses used a common 
rectal thermometer without adequate sterilization. A bacterial 
count revealed seven million viable bacteria, mostly E. coli. In 
another case, “sterilizing solutions” had 75 to 150 thousand organ- 
isms per cubic centimeter, including S. aureus, E. coli, alpha Strep- 
tococci, Lancefield group D, and B. subtilis. In still another, the 
formula samples and nipples revealed 75 to 396 thousand bacteria 
per cubic centimeter. It is not unusual to learn of babies being 
diapered prior to feeding, hands washed in tepid water with little 
soap, rubber nipples boiled less than twenty minutes and floating 
on the surface, and improper cleansing of maternal breasts. 
Several investigators* ** *> have suggested that this condition 
may result from the continued change in the nasopharyngeal and 
intestinal flora of the newborn during the early weeks of life. This 
in turn may cause metabolic disturbances. The lack of proper flora 
may be due to conditions of sterile delivery and subsequent nursing 
care, Breast fed children® develop mostly Gram-positive intestinal 
organisms with a predominance of B. bifidus-acidophilus. There 
are relatively few colon bacilli. Artificially fed infants develop a 
mixed intestinal flora wjth a predominance of B. coli. Strep. 
anhemolyticus, B. bulgaris, B. proteus, and diphtheroids are also 
found. The feeding of 12 per cent lactose to an artificially fed 
child leads to reversion of the flora to the breast fed type. In- 
vestigation of an epidemic of seventeen cases in Brooklyn Metho- 
dist Hospital** revealed that only one baby of the nine who died 
had been breast fed (and only for four days) while the remainder 
had been exclusively fed by the bottle. Only four breast fed in- 
fants had been affected at all. Stool cultures of eight affected 
patients revealed streptococci in seven, staphylococci in four, B. coli 
in five. Neither strep. nor staphylococci are found in normal infant 
flora and may have resulted from the failure to develop a normal 
flora. As a result, it may be that these foreign organisms could 
not be combatted properly. It is said that vaginal antiseptics™ 
rob the child of the bacteria which he normally collects during the 
birth process. Meconium, which is supposed to contain organisms 
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essential to digestion, is found to lack the normal Gram-negative 
bacteria under such conditions. In fact, most are sterile. It is also 
claimed that prior to the use of vaginal antiseptics at Methodist 
Hospital there were no epidemics of newborn diarrhea. 

Attention has been directed to the fact that hospital epidemics 
of diarrhea also occur concurrently with community outbreaks of 
influenza" and gastric flu’. In attempting to ascertain a possible 
virus etiology, Buddingh** has devised a method of inoculating 
stool filtrates (Berkfeld V candles) into the scarified corneas of 
rabbits. This produces what he considers a characteristic change 
of hyperemia and swelling of the palpebral conjunctiva and cloudi- 
ness in the scarified area within 24 hours. After 48 hours the 
process rapidly disappears leaving only haziness in the lines of 
deeper scarification. Microscopic sections show focal neutrophilic 
accumulations around the area of necrosis, and epithelial ulceration 
in the area of scarification. Intracytoplasmic and intranuclear in- 
clusion bodies have not been found to date. However, control ma- 
terial from the throats and stools of normal individuals indicate 
that the reaction is specific. Buddingh was also able to obtain 
complete immunization to eye re-inoculations in about three 
weeks. The virus could also be transferred to another eye by 
corneal extracts. Attempts to propagate the agent in guinea pig 
and rabbit skin and in the chick embryo were without success. 

Unfortunately, he does not describe in detail the difference in 
eye reactions between those from diarrheal patients and his con- 
trols. The main objection’ seems to be that others have obtained 
the same reaction by merely scarifying the cornea without inocula- 
tion. Cummings” used material from two epidemics with negative 
results in all cases. His serial sections revealed the nonspecific 
reaction due to irritation. Controls with trauma, Monilia, staph. 
and streptococcal strains, in addition to washings of normal throat 
and stool samples, produced similar results. For his material, 
Buddingh chose cases of newborn diarrhea with stomatitis in older 
children which he considers a reflection of the same condition. In 
children over seven months of age, stomatitis is a more prominent 
sign rather than diarrhea, There is a sudden onset of anorexia 
and fine vesicular eruptions on the tip of the tongue which dis- 
appear in 24 hours. There is little temperature. The stomatitis 
lasts seven to fourteen days and is self-limiting. In those under 
six months there is a moderate diarrhea with greenish-yellow 
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stools flecked with blood. The occurrence of this condition in 
older children induces the occurrence of epidemic diarrhea in the 
newborn, according to this author. The question may legitimately 
be raised, however, as to whether this disease of which he speaks 
is truly similar to the epidemic form of diarrhea as reported most 
commonly. As previous mentioned, the classic symptomatology 
does not include bloody stools or transmission to older children. 
However, material” from one outbreak in Cincinnati was sent to 
him by Schwentker and included pharyngeal, stool and maternal 
vaginal samples. The filtrable agent was successfully isolated on 
rabbit corneas and identifiable by protection tests. Meikeljohn™, 
using the same technique, was able to obtain positive results in 
85 per cent of 256 cases from five hospitals. Further, he was able 
to pass the virus serially in rabbit corneas and chick embryos. In 
a few patients, neutralizing antibodies to the virus were found. 
A second more promising method has been devised by Light 
and Hodes*. * for isolating a possible causative agent. Using Seitz 
filtered saline suspensions from acutely ill infants, they were able 
to introduce this disease into calves. The material was obtained 
from three. separate epidemics and passed to these animals both 
nasally and by stomach tubes. There followed a bloody, mucoid 
diarrhea after a two to five day incubation period. Successful 
passage of the virus has been attained in 84 calves to date. Symp- 
toms included mild dehydration, anorexia and fever. The illness 
lasted eight to 54 days with a mortality of only 13 per cent. Im- 
munity occurred in most of the survivors. Passage of the virus 
from the first to a second animal was also successful in two of three 
attempts. To eliminate the possibility of the agent being a member 
of normal flora, stools of healthy infants were similarly used but 
without effect. The activity of the virus remained after two 
months of freezing at minus 70° C., while boiling for ten minutes 
destroyed it. Protection tests with convalescent baby sera were 
successful, partially in some cases, completely in others. 
Cummings” has also attempted the same method in chickens, 
mice, guinea pigs, rats and pigs but has been successful only with 
calves. In addition, the virus was passed serially through five 
animals. However promising Light and Hodes’ method may be, 
a more simple and conclusive technique remains to be devised. 
Unfortunately, no specific form of therapy has as yet been suc- 
cessful in combatting epidemic diarrhea. Penicillin** * and gamma 
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globulin have been entirely without effect. The result of sulfa 
therapy** * has been both favorable and unfavorable. Lyons" 
has used citrated blood of convalescent epidemic influenza victims 
to treat the infant diarrhea epidemic which resulted. 

Supportive therapy’ has been directed at combatting the de- 
hydration and acidosis which develops so quickly. The intake of 
food is stopped until the diarrhea ceases. Saline infusions and 
soda bicarbonate are used to combat the dehydration. Parenteral 
fluids should include ascorbic acid, thiamine and amino acids to 
avoid protein depletion during the acute phase. Experience has 
proved that the only method of preventing progression of an epi- 
demic is drastic action’. The entire obstetrical service and all the 
newborn nurseries should be closed immediately, cleaned, scrubbed 
and repainted. The sick should be isolated with their own utensils, 
treatment room and personnel, both nursing and medical. All 
exposures should likewise be segregated. Attempts at tracing the 
source of infection should be made with the aid and supervision 
of the public health department. Both mothers and personnel 
should be questioned for a history of illness, and appropriate cul- 
tures should be taken from all. The sanitation and nursing tech- 
nique should be scrupulously investigated. 

Since breaks in nursing technique are largely responsible for 
these epidemics, there must be rigid adherence to a program aimed 
at minimizing such risks. Ideally, a baby should have his own 
room or a minimum of 300 cubic feet’®. Since this is usually im- 
practical, a nursing unit of six to twelve newborns or six prema- 
tures’, each with his own table and routine nursing supplies, 
should be the maximum number cared for by one nurse. The 
communal bathing and diapering tables and utility room should 
be eliminated”. Blanket nursing assignments should be abandoned 
if possible. Many subscibe to the idea of “rooming in* *’ which, 
although more costly, reduces contacts and the exposure to com- 
munal equipment. At any rate, unnecessary trips to and from the 
mother as well as contacts with visitors, nurses and doctors should 
be avoided, There should be routine personnel examinations for 
upper respiratory infections and intestinal disturbances. The 
technique of formula sterilization should be rigidly enforced and 
routinely checked. It should also be unnecessary to mention the 
need for isolation and suspect nurseries. The former should es- 
pecially be as far from the regular nursing facilities as pos- 
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sible* **, Separate operating rooms should be used for regular 
and infected deliveries. The periodic cleansing of nurseries and 
delivery rooms is also a worthwhile consideration®. In those situa- 
tions in which crowding is unavoidable, Chapple* has found the 
use of ultraviolet light and the evaporation of propylene glycol to 
be extremely useful in sterilizing the air. At least, under crowded 
conditions, attempts should be made to increase the rate of air 
circulation, 

In conclusion, it may be said that infectious epidemic diarrhea 
of the newborn is in all probability caused by a miscellaneous 
etiological group bound together by symptoms of diarrhea. As- 
suming this, bacterial factors have actually been found in many 
cases by the discovery of contaminated nursing facilities, At- 
tempts to incriminate a specific virus have so far proved equivocal, 
largely due to the lack of a simple specific test. The fact remains, 
carelessness of technique and supervision are the precipitating 
factors in fostering such epidemics. Prevention is, therefore, the 
best treatment. Sulfa and penicillin therapy have proved in- 
effective. With the advent of aureomycin and terramycin, encom- 
passing a much broader spectrum, both bacterial and viral, a more 
hopeful outlook for the future should be entertained with respect 
to effective therapy. 
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PREFRONTAL LEUKOTOMY IN MINORS. (Arquivos de Neuro 
Psiquiatria, Sao Paulo, 7 :349, Dec. 1949). Yahn and collabora- 
tors performed prefrontal leukotomy in 9 girls between the ages 
of 9 and 16 years with behavior disorders,caused by epilepsy, 
oligophrenia and mental disease. Freeman and Watts’ technic was 
used. The patients were inmates in a home for feebleminded girls. 
They were observed daily for more than one year after the opera- 
tion. There was a recovery of normal personality in 1 patient 
and improvement in 4 patients with mental disease. The operation 
failed to improve 2. Two patients died from cerebral hemorrhage 
due to difficulties in placing the incision because of the abnormali- 
ties of the ventricles as previously shown by pneumoencephalog- 
raphy. The authors conclude that Freeman and Watts’ leukotomy 
has a favorable effect on the conduct disorders in young persons. 
The degree of relief is greater than that achieved in chronic adult 
schizophrenics. The effect is due to a larger capacity for replace- 
ment possessed by immature brains, leading to a new neuropsychic 
orientation.—Journal A.M.A. 
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PEDIATRICS HALF A CENTURY AGO 


From time to time the Archives, which was the first Children’s Journal 
in the English language, will reprint contributions by the pioneers of the 
specialty over fifty years ago. It is believed that our readers will be inter- 
ested in reviewing such early pediatric thougth. 


ABSCESS OF THE LUNG FOLLOWING ACUTE 
PNEUMONIA* 
Report or Two Cases 
L.. Emmett Hort, M.D. 
New York. 

Abscesses of the lung of non-tuberculous origin are not un- 
common in the autopsy room. They have been met with in my ex- 
perience in about 7 per cent of the autopsies upon infants and 
young children dying from pneumonia. Such abscesses are gen- 
erally small, varying in size from a pea to a small marble; occa- 
sionally one as large as a walnut is seen. On one occasion I met 
with one which occupied nearly the entire lobe of the lung. 
Abscesses seen postmortem are seldom single, and frequently the 
affected part of the lung is fairly honey-combed with abscesses, 
some of them being very minute and others larger. These are 
usually seen in the lungs of children of low vitality, or have fol- 
lowed very intense inflammation, sometimes a very prolonged one. 

Abscess of the lung as a clinical condition in, young children is 
rare, the cases here reported being the first that have come under 
my personal observation. 

Huber has twice reported to this Society (Trans. Am. Pediat. 
Soc., Vol. IIT., p. 235; Vol. V., p. 206) cases of pulmonary abscess 
successfully treated by operation. One of these was in a child thir- 
teen months old, the other in one four years old. 


CASE I. ABSCESS IN THE UPPER LOBE OCCURRING TWO AND A HALF 
MONTHS AFTER ACUTE PNEUMONIA; RECOVERY 
AFTER ASPIRATION 


J. P., male, eighteen months old, was admitted to the Babies’ 
Hospital, December 30, 1902, with a history of having been taken 


*Read before the Fifteenth Annual Meeting of the American Pediatric Society, held 


at Washington, D. C, May 12, 1903. 
Reprinted from ARCHIVES OF Peprarrics, 21: 11-18, January 1904. 
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ill with fever and rapid breathing two months before ; more or less 
fever since, but not much cough. For one week was much worse, 
high fever, prostration, etc. Having grown too sick to be treated 
at a dispensary he was referred to the hospital. 

The family history was negative as regards tuberculosis, and 
no other facts could be gleaned from the personal history, as the 
parents were Italians and not very intelligent. On admission the 
child was found well developed and well nourished with no im- 
portant signs of disease except in his chest. 

The examination of the chest showed coarse rales over the right 
lung ; over the left lung there was dullness both in front and behind, 
and over the upper portion in front the percussion note was almost 
flat; loud, coarse friction sounds were everywhere heard. The 
respiratory murmur was everywhere bronchial in character, but 
over the upper half of the lung very feeble in intensity. Although 
there was no evident displacement of the heart, the flatness was so 
marked that an exploratory puncture was made in two places. No 
fluid was found. The case was therefore regarded as one of pleu- 
ropneumonia and its termination in empyema was anticipated. The 
usual routine hospital treatment for pneumonia was adopted. The 
child continued to look very sick; the cough was distressing ; the 
respiration always very rapid, and occasionally there were attacks 
of slight cyanosis. 

For the first few days the temperature fluctuated irregularly 
between normal and 102.8° IF. On the fifth day it took a sudden 
jump to 105° F. No marked changes in the physical signs occurred. 
The flatness over the upper lobe in front became gradually more 
and more pronounced, respiratory murmur was feeble, and friction 
sounds and coarse rales could be heard over nearly the whole chest. 

On January 6, although the physical signs remained practically 
unchanged, the leukocytes had gone up from 24,200 to 45,000. The 
presence of pus was now regarded as practically certain, and 
exploratory puncture again made, this time in the third intercostal 
space just outside the mammary line ; a syringe full of thick creamy 
odorless pus was withdrawn. 

Still under the impression that we were dealing with a saccu- 
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lated empyema, preparations were made to remove the pus by 
incision. Chloroform was administered, but not to a degree to pro- 
duce deep anesthesia. Desiring to drain the sac at the lowest pos- 
sible point, a needle was inserted in the fourth intercostal space 
at the anterior axillary margin and pus found. An incision was 
then made at this point, but on opening the chest we came down 
upon the lung firmly bound by adhesions to the chest wall. The 
incision was extended upward and an opening made in the third 
intercostal space, but again the lung was met with as before. 

The child bore the operation and the anesthetic badly ; his color 
was so bad and pulse so weak that any further operative measures 
at this time seemed inadvisable. Examination of the pus drawn 
by puncture showed the pneumococci in numbers and a few 
staphylococci. 

On the following day the chest was aspirated in the third in- 
terspace at a point midway between the axillary line and sternum 
and 1% ounces of thick creamy pus were removed. 

From this time there was steady improvement in the child's 
general condition although the temperature continued to fluctuate 
widely. On January 9 exploratory puncture was made in two 
places at the upper part of the left chest in front but no pus could 
be found. A further steady improvement in the physical signs 
together with a gradual fall in the leukocytes convinced us that no 
further accumulation of pus had taken place. Further exploration, 
therefore, was not made although the temperature continued with- 
out apparent reason until January 18. At this time the signs were 
dullness over the left upper lobe and feeble respiratory murmur ; 
but the rales had gone; all the abnormal signs were much less 
distinct than at previous examinations and were gradually dis- 
appearing. 

The boy remained in the hospital until March 15. During the 
last month he gained three pounds in weight. The respiration con- 
tinued somewhat rapid and he had a moderate cough evidently from 
the extensive pleuritic adhesions. On looking up the case sub- 
sequently it was learned that he had remained well for about a 
month after his discharge from the hospital, when he was taken 
severely ill with diphtheria and died in twenty-four hours. 
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CASE Il. ABSCESS IN THE LEFT LOWER LOBE TEN WEEKS AFTER 
ACUTE LOBAR PNEUMONIA, RECOVERY AFTER 
INCISION AND DRAINAGE 


H. P., male, two years, ten months; admitted to hospital, Janu- 
ary 26, 1903, with signs pointing to a lobar pneumonia of the left 
lower lobe. The symptoms and physical signs were fairly typical. 
He had been acutely ill for five days. The family history was 
negative as far as tuberculosis or any hereditary disease was con- 
cerned. The patient had had bronchitis when an infant of six 
months, but had not been otherwise ill up to the commencement 
of the present attack. His temperature on admission was 104° F., 
pulse 140, respiration 56, leukocytes 39,500. 

By February 1, the temperature had fallen gradually to normal, 
but remained so only a single day. The bronchial breathing disap- 
peared but the dullness remained; and as the leukocyte count 
ranged from 35,000 to 50,000, it was expected that empyema would 
develop. The child was pale, had a poor appetite, looked badly, 
and lost weight. A slight, irregular temperature continued for the 
next five weeks. The physical signs remained practically unchanged ; 
at no time was there marked flatness but always moderate dullness 
over the left lower lobe, together with feeble bronchovesicular 
breathing, pleuritic friction sounds and coarse rales. We concluded 
it was probably a delayed resolution. On March 9, he was removed 
from the hospital by his mother. The last leukocyte count on Feb- 
ruary 24 showed 21,700. 

On March 23, at the end of two weeks, he was re-admitted, 
having had in the interval an acute otitis which had ruptured, and 
the ear was discharging pus. From this time there was more tem- 
perature, prostration, and general evidence of illness. Examination 
of the chest showed no very great change in the physical signs. 
There was still present moderate dullness over the left lower lobe 
behind, with diminished voice and feeble breathing of a broncho- 
vesicular quality; a few friction sounds were heard; leukocytes 
28,000. We felt tolerably sure now that empyema was developing, 
but greatly to our surprise the temperature soon fell to normal and 
remained there for four days. In spite of this there was no improve- 
ment in the symptoms and by March 30, a rapid increase of the 
leukocytes to 63,000 convinced us that pus must be present. An 
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exploratory puncture was made near the angle of the scapula with 
negative results. A second puncture at the same level, but a little 
nearer the spine, brought a syringe full of thick yellow pus. The 
examination of this showing only the pneumococcus, a diagnosis of 
sacculated empyema was made without hesitation, 

On March 31, the patient was given chloroform and further 
punctures made. It was not, however, until the fourth aspiration 
that pus was finally obtained, this being about one space higher 
than the site of the successful puncture previously. An incision 
was made at this point but we came down upon the lung firmly 
bound to the chest wall by old adhesions. A needle was inserted 
into the lung through the incision and pus found at a depth of 
about 12 inches ; there seemed now no possible doubt that we were 
dealing with an abscess of the lung. The firm fibrous adhesions 
which bound the lung to the chest wall obliterated the pleural 
cavity at this point, and made further operation comparatively easy. 
Following cautiously the line of the exploring needle an opening 
was slowly bored into the lung with a closed artery clamp, and 
a cavity reached at about the depth indicated, from which a gush 
of pus took place. About two ounces of thick creamy odorless pus 
was evacuated. The opening was enlarged with the finger and a 
rubber drainage tube inserted and the usual dressings of empyema 
applied. 

The progress of the case from this time was uneventful. The 
discharge was quite abundant for four or five days; the drainage 
tube was gradually shortened, and after three weeks permanently 
removed. In another week the wound had healed completely. 

The improvement in the child’s general condition after the opera- 
tion was immediate and striking. The cough disappeared, the boy 
gained rapidly in weight, and he was finally discharged from the 
hospital on May 25; the only remaining signs being slight dullness 
and rather feeble breath sounds of a quality nearly normal. This 
child was heard from about four months after his discharge and 
reported to be well. 

Remarks. Both of these cases followed acute pneumonia, the 
abscess being recognized about two and a half months after the 
attack of primary pneumonia. In Case II. the child was under 
observation almost continuously. In Case I., the history of the 
onset was fairly definite, and there can be little doubt as to the 
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time when the process in the lung began. It is probable that a 
small abscess had been slowly forming for several weeks previous 
to its being recognized, and that it occurred in the center of an 
inflammatory area which had not resolved. 

The bacteriological examinaions of the pus are interesting. In 
both the pneumococcus was present; in one case it was associated 
with the staphylococcus ; in neither case were tubercle bacilli found. 
These findings indicate that the abscess had been shut off from 
the bronchi by the products of inflammation, otherwise we would 
have had more evidence of mixed infection and doubtless foul pus. 
The presence of the pneumococcus gave additional weight to the 
supposition that we were dealing with an empyema. The fact that 
no pus was coughed up either before or after the operation also 
shows that no communication with the bronchus existed, although 
if the case had been allowed to go on it is probable that such 
would have been the result. 

Perhaps the chief interest of cases like these is in the diagno- 
sis. The literature of the subject shows that most of the cases of 
pulmonary abscess have been operated upon with the idea that a 
sacculated empyema was present, and indeed that was the first 
diagnosis made in both of my cases. In reviewing these histories 
critically, there are, however, a few points of differentiation which 
| believe may be of value in subsequent cases. 

Percussion gives no clue to the nature of the disease. In both 
pulmonary abscess and sacculated empyema we have a more or 
less general dullness over the lobe, with flatness over a somewhat 
limited area. Again the voice and breathing sounds are practically 
identical in the two conditions. In both of my cases the presence 
of loud, coarse pleuritic friction sounds accompanying the signs on 
percussion and auscultation just mentioned, are I believed of much 
importance. Such signs could hardly exist if the accumulation of 
pus was in the pleural cavity. Another point of some value is the 
difficulty of finding the pus with the exploring needle, or finding it 
at one time and later not finding it even when a puncture was 
made in the same intercostal space. This should be regarded as 
evidence that the pus is deep-seated; not only must the needle be 
inserted in the same space but it must follow the same direction in 
order to find the pus. An abscess the size of a hen’s egg, situated 
somewhat deeply in the lung might easily be missed although a 
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half dozen punctures were made into the lobe which contained it. 

A slight displacement of the heart would be probable in nearly 
all cases of empyema unless the amount of pus is very small. Of 
course, it would not be present in an abscess unless the amount 
of pus were large. This, therefore, could not be depended upon 
as an absolute point of differentiation. 

A pulmonary abscess and a persistent or unresolved pneumonia 
may easily be confounded by physical signs. If an abscess exists 
it is often in the center of such a pneumonic area. Percussion 
gives little definite information; dullness often marked is present 
in both conditions. The circumscribed area of flatness would be 
found only when the abscess was large or superficially situated. 
Breathing and voice sounds over an abscess are feeble or absent, 
while over an unresolved pneumonia they are usually bronchial in 
character, though sometimes feeble in intensity. Coarse friction 
sounds are likely to be found in both conditions, often over the 
entire lobe if it were the seat of the antecedent acute pneumonia. 

The physical signs of abscess, therefore, are not very charac- 
teristic. Additional help may be obtained from the other symp- 
toms, especially the presence of continued fever and a high leuko- 
cytosis. The temperature curve in abscess is not characteristic, 
but some continuous fever is almost certain to be present. Fever 
is more constant and altogether higher thar. is usual in an unre- 
solved pneumonia. A leukocytosis of 15,000 to 25,000 is often 
present in unresolved pneumonia, but a count of 40,000 or 50,000 
and especially a rapid increase in the leukocytosis points strongly 
to the presence of pus. 

From tuberculosis the diagnosis of abscess may be difficult and 
in some cases impossible without a prolonged period of observa- 
tion. It should be remembered that abscess most frequently follows 
an attack of acute lobar pneumonia, that the patient may have been 
previously in the best of health and without any exposure to tuber 
culosis. Wasting is a less frequent symptom, tubercle bacilli are 
not found in the sputum and the pus found by puncture contains 
pneumococci, but no tubercle bacilli. 

The treatment in the cases reported was comparatively simple. 
It was expected that the abscess would refill in the first case after 
aspiration. Incision is certainly to be preferred as a general method 
of treatment, provided the child’s general condition is such as to 
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allow the operation. Inamuch as the pleural cavity is generally 
obliterated by dense adhesions, as in both these cases, the opening 
in the lung can be made with very little difficulty or risk. 


RoLe or ADRENAL IN PinK Disease. ( Medical Journal of Aus- 
tralia, Sydney, 1: 363, March 10, 1951). Williams and co-workers 
found no constant or significant disturbance of the serum sodium 
content of 22 patients with pink disease (acrodynia) as compared 
with 22 normal children of the same age, although two patients 
had a low serum sodium level. The hematocrit, hemoglobin, and 
protein values were raised, and the serum chloride level was 
lowered in pink disease, but the mechanism of these changes was 
not clear. There was no evidence of hypofunction of the adrenal 
gland as determined by studies of blood sodium and potassium 
levels and 11-oxysteroid excretion in the urine, A controlled 
clinical experiment on 10 selected patients failed to show any 
really significant difference in the recovery rate of the five treated 
with salt and desoxycorticosterone as compared with those who 
did not receive this treatment.—Journal A.M.A. 


TusBercuLous Mentnoitis Curep BY STREPTOMYCIN. (Archi- 
vos de Pediatria del Uruguay, Montevideo, 22:18, Jan. 1951). 
A boy, 10, in the course of three years after occurrence of primary 
tuberculous infection successively had tuberculous pleurisy, ascites, 
and bilateral spread of pulmonary tuberculosis, which were con- 
trolled by the administration of dihydrostreptomycin, in a daily 
dose of 1 gm. up to a total dose of 40 gm. Four months later, 
the tuberculous meningitis developed. The diagnosis was con- 
firmed by the positive results of cultures and inoculation of the 
cererospinal fluid in animals. The disease was cured by dihydro- 
streptomycin, given intramuscularly in a dose of 2 gm. daily and, 
later on, of 25 mg. three times a week, up to a total dose of 372 
gm. in six months. The intraspinal dose was 50 mg. at four day in- 
tervals, up to a total dose of 1.80 gm. for the first few weeks of the 
disease. The drug was well tolerated by the intramuscular route 
but not by the intraspinal route. Cure has been maintained up to 
the present (four months after treatment).—Journal A.M.A. 
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Lans, H. S.; Stern, I. F.; Becker, R. J.; Hoyne, A. L. anp 
Meyer, K. A.: Potasstum DEFICIENCY IN BULBAR POLIOMYE- 
Litis. (Journal American Medical Association, 146:1017, July 
14, 1951). 

Potassium deficiency is being recognized in many clinical con- 
ditions, including infantile diarrhea, alkalosis due to intestinal and 
pyloric obstructions and vomiting and in many postoperative 
patients. The authors report on three cases of bulbar poliomyelitis 
(one in a woman of 29, another in a woman of 18 and a boy of 9) 
in which studies of electrolyte metabolism showed potassium 
deficiency. Certain signs and symptoms are associated with potas- 
sium deficiency, such as loss of strength and energy, listlessness 
and anorexia. Weakness of the extremities develops and pro- 
gresses to flaccid paralysis. Cranial nerves are rarely involved. 
Weakness of respiratory muscles is often marked ; paralysis of the 
intercostal muscles and diaphragm may be present. Breathing 


becomes rapid and shallow. In the absence of prompt potassium 
therapy, respiratory paralysis and death may ensue. Patients with 
bulbar poliomyelitis cannot tolerate the superimposed symptoms 
of potassium deficiency. When potassium deficiency is found to be 
present, 2 to 3 gm. of potassium chloride should be added to each 
liter of intravenous fluid so that the patient receives 6 to 12 gm. 
of potassium chloride a day. Micnwaer A. Brescia, M.D. 


Tuwairte, W. G.: CARCINOMA IN A TWELVE- 
YeAR-Otp Boy. (Journal of the Medical Association of Georgia, 
40 :216, May 1951). 

The author reports a case of bronchiogenic carcinoma in a 12- 
year-old negro boy. He complained of pain in the left chest of one 
week’s duration in addition to a nonproductive cough. The boy 
appeared ili, poorly nourished and had increased respirations. The 
chest showed impaired percussion note beneath the left scapula 
extending to the left infra-axillary area; there were crepitant rales 
over this same area. Eight days later the cough was said to be 
better but the chest pain was worse and involved the left anterior 
area as well. Patient was admitted to the hospital at which time 
x-ray of the chest showed marked density of most of the left chest 
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with the heart displaced to the right. A chest tap was done and 
about 300 cc. of blood-tinged fluid was obtained. The boy rapidly 
went down hill and died in less than two months. At autopsy the 
left pulmonary pleura was grey in color and adherent to the dis- 
placed pericardium and to the parietal pleura. It had the feel of 
a thickened crust or shell containing fluid. On cutting through this 
this shell of pleura and lung periphery, it was a shell indeed filled 
with grey lung tissue reduced to a liquid and soft solid state. 
A. Brescia, M.D. 


SCHACHTER, M. AND Corte, S.: A Stupy ON THE IMPORTANCE 
oF THE Sex Factor 1n EArty DevetopmMentT. (II Lattante, 
22:144, March 1951). 

In comparing the dentition of 522 male infants with 310 female 
infants, it was found that 3.6 per cent of the males and 6.4 per cent 
of the females had early dentition and 84.8 per cent of the males 
and 75.4 per cent of the females had normal dentition while 11.5 
per cent of the males and 18 per cent of the females had delayed 
dentition. In comparing the onset of walking in 612 males and 
369 females, it was found that 41.5 per cent of the males and 41.7 
per cent of the females walked early, and normal walking was 
found in 55.7 per cent of the males and 44.4 per cent of the females, 
while late walking was found in 2.7 per cen: of the males as 
compared to 13.8 per cent in the females. In comparing the onset 
of the use of words in 311 males and 164 females, early use of 
words was found in 43 per cent of males and 58 per cent of 
females, normal speech in 46.9 per cent of the males and 35.9 per 
cent in the females, while late speech was found in 9.9 per cent of 
the males as compared to 5.5 per cent of the females. In comparing 
205 males and 88 females as to time of controlling bed wetting, 
they found 6.3 per cent of the males and 11.3 per cent of the 
females were dry at the end of 12 months, dryness occurring between 
the 13th and 24th month occurred in 22.9 per cent of the males 
and 21.5 per cent of the females, between the 25th and 36th month 
in 18.5 per cent of the males and 25 per cent of the females and 
control developing after 36 months in 52.2 per cent of the males 
and 42 per cent of the females. Mricnaev A. Brescia, M.D. 
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Lieutenant Frederick Henry of Clinton, Okla- 
homa— Meda! of Honor for sacrificing himself to save his platoon in combat near 
Am-Dong, Korea, September 1, 1950. When the platoon could no longer hold its 
position, Lieutenant Henry ordered the men to pull back. But someone had to stay 
behind to provide covering fire. He chose to be that man, and was lost. 

Alwavs remember this—Lieu'enaut Henry ofered his Jiie for nore than just 
a small platoon in far-away Korea. Jt was also for America. For you. 

Isn’t there something you can do when this man did so much? Yes, there is. You 
can help keep the land he loved solid and strong and secure. You can do a job for 
defense . . . by buying United States Defense* Bonds, now! For your bonds give 
your country greater strength. And a strong America is your best hope for peace 
and freedom—just as it was his. 

Defense is your joh, too. For the sake of every man in service, and for yours, 
start buying more United States Defense Bonds now. 


Remember when you're buying bonds the Payroll Savings Plan where you 
for defense, you're also building per- work, or the Bond-A-Month Plan 
sonal cash savings. Remember, too, where you bank. For your country’s 
if you don’t save reguicrly, you gen- security, and your own, buy United 
erally don’t save at all, So sign up in States Defense Bonds! 


“US Sacings Bonds ae Defewe Bon - By thn ari 


The U. &. Government dove 
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in upper respiratory infections: 


“Our cases of bronchopneumonia, 
otitis media, tonsillitis, sinusitis, and 
laryngotracheo-bronchitis responded 
... rapidly to terramycin.” 
Pocterfield, T.G., and Starkweather, 
J. Philadelphia General Hosp. 2:6 (Jan.) 1951, 
CRYSTALLINE TERKAMYCIN Hy DROCHLORIDE 


Capsules, Elixir, Oral Drops, Intravenous, 
Ophthalmic Ointment, Ophthalmic Solution. 


ANTIBIOTIC DIVISION Pfizer’ CHAS, PFIZER INC., Brooklyn 6, N. Y. 
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